=| Ward 


favourite | 


comes into the ward with the 
evening drink of ‘Ovaltine’. This 
delicious food beverage has long been 
a favourite in Hospitals, Sanatoria and 
Nursing Homes throughout the country. 


N URSE is always welcome when she 


Delicious ‘Ovaltine’ is soothing and 
comforting. It helps to promote the 
conditions favourable to natural, refresh- 
ing sleep. And, during , it assists 
in building up and maintaining strength 
and vitality. 


Medical and nursing authorities have 
long recognized the outstanding ad- 
vantages of ‘Ovaltine’. Nurses can 
confidently encourage patients to drink 
this ideal nightcap. 


VITAMIN STANDARDIZATION PER OUNCE: 
Vitamin B,, 0.3 mg. ; 


0 VA LI N E Vitamin D, 350 t.u.; Niacin, 2 mg. 
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THIS BLANKET * 


Was 
purpose-made 
for 

hospitals! . 


2% 
> 


CELAIRIC Cotton Cellular Blankets were first 
produced on the inspiration of an eminent 
hospital advisory body. Their requirements were 
considerable—a blanket that could be sterilised 
simply by boiling, easily laundered with the 
minimum of shrinkage, comfortable for the 
patient, warm, light in weight, durable and, 
most important, reasonably priced. Quite an 
assignment! 


The success of CELAIRIC Cotton Cellular 
Blankets has been clear proof that, at last one 
blanket has been marketed which combines all 
the qualities demanded by hospital authorities. 


CELAIRIC Cotton Cellular Blankets are obtainable 
in the following standard shades and sizes— 


UNBLEACHED, BLEACHED WHITE, PINK, 
BLUE, GREEN and HOSPITAL RED 


(Special shades and sizes can be supplied) 


SIZES— 33x44 36x54 60x80 72x90 72x96 80x100 


Supplied with Standard Selvedges or 9° Hospital Selvedges 


CELAIRIC l Manufactured by 


| CELAIRIC LTD 
Whitley Willows Mill 


LEPTON 
| CELLULAR BLANKETS ; 4UDDERSFIELD 


| MADE IN ENGLAND 


When he needs aspirin, better advise 


DISPRIN JUNIOR 


The pain reliever specially made for children 


it’s so easy to take. Disprin Junior (in convenicnt 
1}-grain tablets) dissolves in water. Children take it 
readily in a little water, to which fruit juice, or anything 
similar the child likes, can be added. 


Quick relief without stomach upset. With 
ordinary aspirin there is always the danger of acid 
particles irritating the stomach. Because Disprin Junior 
dissolves immediately, there are no acid particles left over 
to upset a child’s stomach. 


Dissolved Disprin Junior finds its way into the 
bloodstream quickly to relieve 
aches and pains. 


Packed for safety. Fach 
tablet is hygienically wrapped 
in airtight foil. This makes it 
almost impossible for infants 
to remove and swallow a tab- 
let without supervision. 


At all chemists, 
16 tablets, price 84d. 48 tablets, price 1/9 


RECKITT & SONS LTD. PHARMACEUTICAL DEPT. HULL 
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Team care of a small boy with acute osteomyelitis: from the 
Ministry of Health’s film, ‘A Hospital Team in Action.’ 
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Back to Nursing 


EVERYONE is now aware that in the future we must rely more 
and more upon the services of the married and probably part- 
time nurses. In three out of five families in the country the 
married woman is part-breadwinner, and nursing, which has 
always had a large slice of the nation’s woman-power, will find 
more and more married women in its ranks. 

Many women of middle age who trained as nurses before 
marrying may feel reluctant to return to hospital, where they 
will be faced with new developments and modern drugs. Per- 
haps it is the increased turn-over of patients and their shorter 
stay that strikes older nurses most forcibly if they do return to 
the wards—but all too often they stay away and seek work 
elsewhere. 

Essentially, basic nursing remains the same, whether the 
patients be nursed in the mud huts of developing Africa or in 
the most expensive London nursing home. Patients need to be 
comforted, fed, kept clean and observed with a trained eye. 
Surgical techniques may become more complex; pills may 
acquire longer and more frightening names; but the patients 
themselves change little. Nevertheless, the fears of some 
older women remain that they would be unable to cope with 
modern nursing today. 

An imaginative and far-sighted plan has been devised by the 
Education Department of the Royal College of Nursing and 
Birmingham Regional Hospital Board; they have arranged a 
course entitled “Back to Nursing’ especially for older women. 
The course, which will be in the nature of a pilot scheme, will 
last two weeks and will take place partly in the Birmingham 
Education Centre and partly in selected wards in Birmingham 
hospitals. There will be classroom theory and carefully 
controlled observation visits to wards, where the participants 
will be additional to the normal ward staff. Thus, without be- 
coming caught up, unprepared, in the ward routine, the ob- 
servers will be able to absorb the ward atmosphere and see 
something of the new methods of treatment. 


If the course is successful it will be the prototype of others 
to be held in different parts of the country, for there is no 
doubt that it will fulfil a great need. Old skills, half forgotten, 
will no doubt return readily and the nurses who take advan- 
tage of the opportunities offered will have much to give to the 
nursing services of the country. 

Not the least interesting part of the Birmingham ‘Back to 
Nursing’ experiment will be the reaction of the older nurses to 
the nursing of today. Surely those of us still in hospital and 
those of us who retired on marriage have much to learn from 
each other. | 
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News and Comment 


Warning Device in Cardiac Surgery 


THE CARDIAC ALARM, which gives an audible warning 
in the event of cardiac arrest or major arrhythmia 
following cardiac surgery, is described in last week’s 
Lancet by Mr. R. E. Trotman who has worked on its 
development in the Physics Department of Westminster 
Hospital, London. It is a compact battery-operated 
portable instrument incorporating safety mechanisms 
to ensure that it is working properly, particularly when 
it is in use for long periods. It is connected to the 
electrocardiograph electrodes which are normally 
inserted at the beginning of a cardiac operation. The 
instrument has been used regularly and successfully on 
cases undergoing surgery with the assistance of pro- 
found hypothermia. In most instances the alarm has 
been used for the first 18 hours after operation. Another 
application of the cardiac alarm is in general anaes- 
thesia and clinical trials have been held. 


Latest Tuberculosis Statistics 


CORRECTED TUBERCULOSIS FIGURES for 1959 just 
announced by the Ministry of Health are even better 
than was estimated in the Ministry’s annual report 
published in July, and this is particularly encouraging 
in view of recent suggestions in the national press that 
the situation was deteriorating. In fact, the number 
of new cases (notifications) of all types fell by 2,738 or 
9 per cent., and not by only 875 or 3 per cent. as men- 
tioned in the annual report. The respiratory tubercu- 
losis figures were also better; they fell by 2,111 or 
nearly 8 per cent (from 26,391 to 24,280) and not by 
only 496 or 2 per cent. as stated in the report. These 
figures are especially satisfactory because they were 
achieved in spite of the fact that the mass radiography 


campaign in Liverpool disclosed 838 more new cases 
than in 1958. 


More News about Melbourne 


THE PRINCIPAL SPEAKER at the plenary session of the 
ICN Congress next April will be Dr. Marie Jahoda, 
PH.D., well known ip 
this country and Amer. 
ica as an author and 
lecturer. She is a former 
professor of psychology 
and director of research 
in human relations at 
New York University, 
and is at present en- 
gaged on a special re. 
search project in Lon. 
don. Her latest book. 
Race Relations and Mental 
Health, has been pub- 
lished recently. 


Aviation Medicine 


WHILE PROBLEMS arising from supersonic and hyper- 
sonic speeds may not trouble airlines as yet, aviation 
doctors need to keep abreast of the engineers in deter- 
mining the human factors involved. Four hundred 
flight surgeons, military and civil, from 29 countries, 
gathered at the Festival Hall, London, on August 29, 
for the opening by the Minister of Aviation, Mr. Peter 
Thorneycroft, of the fifth European Congress of 
Aviation Medicine. Aero-medical problems were to be 
discussed in 64 papers in English and French in fow 
days’ sessions at the Royal College of Surgeons. 


The following 14 candidates have been nominated for 

the election of two nurses registered in the Part of the 

Register for Mental Nurses (which expression includes 

registered nurses for mental defectives). 

Dawson, ERNEST, S.R.N., R.M.N., St. Ebba’s Hospital, 
Epsom, Surrey. 

DexTER, Louis B., R.M.N., R.N.M.D., South Ockendon, 
Essex. 

Dover, BARBARA, R.M.N., Royal Earlswood Hospital, 
Redhill, Surrey. 

FELLOws, THOMAS W., S.R.N., R.N.M.D., Forest Hospital, 
Horsham, Sussex. 

HALLAS, CHARLES H., S.R.N., R.M.N., R.N.M.D., Brentry 
Hospital, Westbury-on-Trym, Bristol. 

Jones, HAROLD E., R.M.N., Lancaster. 


Election to the Mental Nurses Committee, General Nursing Council for England and Wales 


ANNIE B., 8.R.N., R.M.N., Broadgate Hospital, 
Beverley, E. Yorks. 

SHELDON, DONALD, S.R.N., R.M.N., Quernmore, Lancaster, 
Lancs. 

WALLACE, MARGARET, S.R.N., R.M.N., Bexley Hospital, 
Bexley, Kent. 

Watts, JoHN C., s.R.N., R.M.N., St. Andrew’s Hospital, 
Thorpe, Norwich. 

Wituias, Davin C., s.R.N., R.M.N., West End, nr. South- 
ampton. 

Witurams, Doris V., s.R.N., R.M.N., Whittingham Hos- 
pital, nr. Preston, Lancs. 

Wirson, G., S.R.N., R.M.N., Whittingham Hos- 
pital, nr. Preston, Lancs. 

Wricut, Gorpon A., s.R.N., R.M.N., Dartford, Kent. 
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ICN Congress Programme 


The ICN Congress will be divided into four sec- 
tions (delegates will be able to choose which section to 
attend). Subjects for discussion are: 


Nursing Education. (a) The responsibility of a profes- 
sonal nurses’ association for the improvement of nurs- 
ing education. (6) In view of changing trends in medi- 
cine and public health, how can nursing education best 
be organized to meet the needs of the community? 
(c) Planning for the future—the need for research. 


Nursing Service. (a) Administration for nursing service. 
(b) Meeting the changing needs of the community for 
nursing care. (c) The responsibility of a professional 
nurses’ association for the improvement of nursing 


service. 

Economic Welfare. (a) The responsibility of a pro- 
fessional nurses’ association for economic welfare. 
(b) Problems to be overcome in establishing an econ- 


Hospital Design in the United 


RECENT DEVELOPMENTS in hospital planning was the 
subject of a talk by Dr. Eugene D. Rosenfeld, renowned 
in the United States for his work as a hospital consul- 
tant, to a distinguished audience of architects, hospital 
administrators, doctors and nurses at St. George’s 
Hospital, S.W.1, last week. Dr. Rosenfeld was in Lon- 
don for a brief visit before returning to America from 
Israel where he has been consultant to the Hadassah- 
Hebrew University Medical Centre, Jerusalem. 

Tracing recent tendencies in American hospital 
planning and practice, Dr. Rosenfeld said that the 
optimum size for a hospital was around 500 beds. This 
ensured a proper economy, competent specialization, 
and a more personal service where departments and 
people could know one another. 

Shortages of hospital staff meant that hospital 
design and equipment must be such as to reduce 
the work to be done and the people needed to 
do it. Improved relationships between departments by 
inter-communication and co-ordination of transport 
was therefore necessary. Experience had shown without 
doubt that vertical hospital design was essential to this: 
stacking of nursing units and departments around a 
central core of elevators, dumb-waiters, vacuum sys- 
tems—for distribution of centralized services—with 
administrative and geographical organization to re- 
celve, prepare and issue supplies. 

Dr. Rosenfeld stressed particularly the need for 
efficient communications: personal call system; internal 
telephone system; loudspeaker ‘inter-com’ (only to be 
used within a restricted area of a department such as a 
pharmacy) ; audio-visual patient-nurse two-way com- 
munication. Integration between units was essential and 
proper communications would help to prevent staff 
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omic welfare programme. (c) International aspects of 
an economic welfare programme. 


Public Relations. (a) Interpreting nursing to the com- 
munity. (b) Establishing good relations with press, with 
other media, and with the public through such media— 
and maintaining information channels while guarding 
matters of professional confidence. (¢) Means of com- 
munication within the profession, between nursing and 
other professions, and other occupational groups. 
(d) The responsibility of a professional nurses’ associa- 


tion for good public relations. 
* * * 


The Royal Australian Nursing Federation has 
arranged for a bank in Melbourne to open a special 
account for those who wish to transfer currency to 
Melbourne in advance of their visit. Any such money 
should be sent to Bank of New South Wales, Nursing 
Congress Agency, c/o 368, Collins Street, Melbourne. 


States 


from working in water-tight compartments. Duplica- 
tion of facilities should be avoided and skilled people 
should devote their full time to essential duties. 

In designing the nursing unit, it had been necessary 
for reasons of efficiency and economy to increase the 
number of beds under the care of one supervisor. The 
40-bed nursing unit was considered most suitable, with 
bays of four, two and one beds arranged in such a way 
as to shorten the distance between the patient and the 
nursing station, as in the semi-circle unit, with a 
double corridor running around the central services. 

Dr. Rosenfeld said that the luxury of giving the same 
level of nursing care to every patient could no longer 
be afforded. It had been necessary, therefore, to intro- 
duce progressive patient care which necessitates acute, 
intermediate or ‘normal’, and self-help units, together 
with a recovery room or post-operative unit of three 
beds per operating theatre. 

Dr. Rosenfeld advocated the use of vinyl or vinyl 
asbestos flooring for nursing units (which should never 
have a hard surface), as it was resilient, had a long life, 
good colour, and needed only washing. During investi- 
gation it was found that there might be as many as 210 
people in a nursing unit at one time! 


One was left refreshed, enlivened and thoughtful at 
the end of this most valuable talk and its ensuing dis- 
cussion. But there was doubt too. Can one ward sister 
have intimate knowledge of 40 patients in her care? 
Does the nursing unit described sound coldly imper- 
sonal? One could not avoid the impression that the 
sausage in this machine while having every care and 
material benefit would, nevertheless, be lonely and 
bewildered. 


en- 

pub- 

ine 

"per: 

ition 

eter- 

dred 

ries 

t 29 

eter 

Ol 

o be 

four 


1072 


HAZARDS OF MEDICAL PROCEDURES 


a Emergencies and the 


Nurse 


C. ALLAN BIRCH, M.D., F.R.C.P., 
Physician, Chase Farm Hospital, Enfield 


HE MODERN NURSE is much more a member of a 
"| skited team than her predecessors were. Before 

the advent of modern drugs and operative tech- 
niques the nurse was mainly concerned with keeping 
the patient comfortable while he battled with his 
illness unaided by antibiotics and the like. Indeed, it 
was once said that the most important attributes of a 
good nurse were ‘a kind heart and a pair of slippers’. 


Kind—and Clever 


The human side of nursing is still and always will be 
important, but the modern nurse as well as being kind 
must also be clever and must realize that many of the 
procedures she uses in her daily work can in certain 
circumstances be dangerous. She must be on the alert 
for the development of an emergency situation and 
must know what to do if it happens. It is well also for 
her to give thought to the possibility of urgent situa- 
tions before they happen and to be fully aware of the 
risks involved in anything she does. ‘The nurse must be 
on the look-out for serious developments and know 


Patients can be placed at hazard not only by disease 

and injury, but also by errors on the part of those who 

care for them. Some medical procedures have their 

own dangers, which must be guarded against. In this 

first article of a series, the nurse’s responsibility to 

check drugs carefully and to avoid mistakes through 
clerical errors is emphasized. 


when to call for help. The responsibilities are great but 
the reward in the feeling of good work well done is 
enormous. 


Clerical Errors 


Clerical errors are often only annoying, but can be 
dangerous. Lurid stories have been told from time 
immemorial of the patient who was mistaken for some- 
one else and so had the wrong operation. Similarly, 
errors have led to a hernia operation being done on the 
wrong side, It is part of the nurse’s job to guard the 
patient against mistakes of this kind. ‘The nurse handles 
many X-ray films, laboratory reports and case records 
and must be always careful that they are not mixed up. 


Nursing Times, September 2, 1969 


A 


An example of this kind occurred recently when a 
married lady was found to have a small stone in one 
kidney. The surgeon advised against operation and 
told the patient to report later. In the interval another 
lady with the same name and surname but unmarried 
attended and was found to have a large renal calculus. 
When Mrs. X. returned she was given Miss X.’s file 
and the surgeon concluded that the original stone had 
grown and he advised operation. The patient accepted 
this advice and was almost on the operating table before 
a quick-witted nurse spotted the error. She saved the 
patient from an unnecessary operation (and the doctor 
from a claim for damages). 


Read the Label 


Sometimes an emergency has arisen because a nurse 
has not read the label properly and the wrong drug 
has been administered. Similar errors have occurred 
because of mistaken symbols in prescribing. Though 
they are not strictly within the nurse’s province, she 
should be aware of these risks. The old fashioned sign 
for drachm 3 has been mistaken for that for an ounce} 
and a patient has sometimes received eight times the 


dose intended. For this reason it is now officially 


recommended that these signs should not be used and 
on this point I cannot do better than quote from the 
general notices in the current edition of the British 
National Formulary: 
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Symbols and Abbreviations. The signs 3 and 3 are apt to 
be misread and should not be employed by prescribers. 
Solids should be prescribed in grains (gr.) and ounces (02.) 
or in grammes (G.) or milligrammes (mg.) and liquids 
in minims (m.) and fluid ounces (fl. oz.) or in millilitres 
(ml.) In order to avoid confusion between gramme and 

in, the symbol *G,’ should be used in prescriptions as 
the abbreviation for gramme. ‘The cubic centimetre (c.c.) 
should not be used as a unit of volume, and Roman 
numerals should not be employed. 


Danger of Unlabelled Bottles 


The problem of the unlabelled bottle occasionally 
urns up when cleaning out a cupboard and if not 
handled properly may cause a serious emergency. A 
good example is a famous case in which eight little 
boys in a hospital were ordered an aperient and the 
nurse gave them each a dose of what she thought was 
liquorice powder. Very soon they were all ill and one 
boy died. The powder was not liquorice powder but an 
insecticide. The nurse had found the powder in an 
unlabelled tin and asked Sister what it was. Unfortun- 
ately Sister replied ‘Liquorice powder,’ and so a liquor- 
ice powder label was put on the tin. There is only one 
sure way of avoiding accidents of this kind and that is 
to throw away the contents of any unlabelled bottle or 
container. Guessing will not do. 


The Unguarded Word 


The good nurse will realize that much of what the 
patient knows about his illness comes from what he 
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learns from her. The patient asks for amplification and 
explanation after the doctor has gone and it is very 
important that the nurse should not say anything which 
might cause the patient anxiety. An ill chosen word or 
the lack of the right word may result in injury which, 
though not physical is none the less important. Pain, 
worry and mental suflering cannot be measured in 
units, but all experienced nurses know that very often 
the mental worries of such patients cause more distress 
than their physical ills. It is an essential part of the 
nurse’s job to protect her patient from the sudden dis- 
covery of bad news. 

Beware, too, of letting the patient accidentally find 
out that something is seriously wrong. A recent example 
was that of a little boy who had had nephrosis. He was 
very alert and had been given a chemistry set for 
Christmas. So he was keen to watch his urine being 
tested. Boiling produced no cloud so to reassure him 
the nurse said ‘You sce if there is anything wrong the 
urine goes cloudy.’ ‘Then she remembered that the 
urine was not acid and added a drop of acetic acid as 
she had been taught. The result was a heavy cloud of 
albumin and shocked silence. Perhaps the best way to 
avoid producing situations of this kind is always to try 
to put oneself in the patient’s position before one acts. 
As has been well said, ‘Care of the patient depends on 
caring for the patient.’ 

Even when the emergency situation has arisen, much 
can be done for the patient by showing him that you 
have the human touch for this is something the patient 
won't forget. 


Local Government Health News 


Borough of Cheltenham 


ACase of Anthrax Arecent incident at Cheltenham empha- 

sizes the potential danger to health of 
the sale for animal food of meat unfit for human consump- 
tion. 

A bullock died in a field near Cheltenham and was 
removed to a slaughterhouse in the rural district. A 
veterinary officer of the Ministry of Agriculture and 
Fisheries examined the carcass and strongly suspected that 
anthrax was the cause of death. But, in the meantime, the 
proprietor of an animal food shop in Cheltenham had 
bought 3 cwt. of the carcass meat and had sold 12 Ib. of it 
lo a customer. 

To complicate the matter still further the customer had 
taken this meat in a cardboard box to the local bus station 
lor despatch outside the district. 

Local government’s preventive health services moved in. 

¢ meat was seized by the police under the provisions of 
he Anthrax Order 1938, the shop premises were disinfected 
and five people who had handled the meat or its container 
ere traced and advised to seek examination by their own 
medical practitioner. 

Reporting on the incident to the council, Cheltenham’s 
nedical officer of health and chief public health inspector 


stressed the dangers of anthrax to human beings and the 
serious consequences which might well have followed the 
sale of this meat. 

In 1958 Cheltenham Council had applied to the Govern- 
ment for permission to make by-laws requiring all meat to 
be sterilized before being sold for pet food. The Government 
brought national regulations into force on April 1, 1959 but 
they were revoked by the Minister on the very same day. 

Cheltenham Council is again to. ask the Ministry for 
permission to make by-laws dealing with the sterilization 
of pet food. If an unfavourable reply is received from the 
Minister they intend to seek the support of the Association 
of Municipal Corporations. 


Middlesex County Council 


TV Sets for Soon all the children in the care of the 
Children’s Homes Middlesex County Council will be able to 

follow the adventures of Robin Hood and 
the Range Rider. The council is to spend £1,000 on pro- 
viding all their children’s homes with television sets. At a 
number of homes sets have already been provided either 
by the council or by the houseparents but there are still 
18 small homes without sets. 


| 

Irse 
rug 
red | 
ugh 
she | 
sign 
| 
the | 
ally | 
and | 
the 
itish 


1074 


PATHOLOGICAL LABORATORY REPORT; 


Investigations 


I. M. P. DAWSON, M.A., M.D., M.R.C.P., 


Nursing Times, September 2, 1960 


Routine Haematological 


Reader in Pathology, University of London ; Hon. Consultant Pathologist, Westminster Hospital, London 


EW PATIENTS attend hospital without submitting to 

some form of haematological investigation. Such 

investigations form a large proportion of the routine 
work of laboratories, and it is therefore important to 
know something of the terms used and what the results 
mean. 

The circulating blood consists of cells suspended in a 
fluid medium or plasma (Greek: mould). When blood 
from a normal adult is centrifuged the cells pack to the 
bottom of the tube and form some 45 per cent. by 
volume of the total sample, the remaining 55 per cent. 
being plasma. This figure is called the packed cell volume 
(PCV) or haematocrit and is an important one in haema- 
tology 

There are three cellular elements in the blood—red 
cells, white cells and platelets. 


Red Cells (Erythrocytes) 


Red cells (erythrocytes—Greek: red shapes) normally 
number from 4-5.5 million per c.mm., depending on age 
and sex. Each red cell is a biconcave disc normally 
filled to capacity with haemoglobin, an iron-containing 
compound able to combine reversibly with oxygen so 
that it can take up oxygen in the lungs and release it 
to the tissues. Red cells arise from more primitive 
nucleated precursor cells or blast cells in the bone 
marrow; they first appear in the bloodstream as slightly 
immature, non-nucleated cells callec reticulocytes and 
rapidly mature, having an average life of 120 days 
before destruction in the body. The normal reticulocyte 
count is about 1 per cent. of all red cells. 


Anaemia (Greek: without blood) means a lack of 
circulating haemoglobin and so a reduction in the 
amount of oxygen carried to the tissues. Anaemias may 
be due to incomplete filling of the red cells with haemo- 
globin or to a reduction in number of the red cells 
formed or to both factors combined: there are also 
certain forms of haemoglobin (such as carboxyhaemo- 
globin after coal gas poisoning) which cannot carry 
oxygen. The first step in investigating a suspected 
anaemia is therefore to estimate the haemoglobin value. 
This is often expressed as a percentage of a hypothetical 
normal, but is better recorded as an absolute figure in 
grams per 100 ml. of blood: the average normal, 
excluding age and sex variations, is 14.8 g./100 ml. and 
this is often taken as ‘100%’. 

When anaemia is present the haemoglobin is below 


Readers will remember Dr. Dawson’s article on Terms 

Used in the Reporting of Tumours (‘Nursing Times’, 

June 3). Here he explains some of the terms used in 
the reporting of haematological investigations. 


normal and there are usually variations in the size 
shape and colour of red cells as seen on a stained film, 
which form a basis for classification. Red cells may be 
larger than normal (macrocytes—large cells), normal ip 
size (normocytes) or smaller than normal (microcytes—smal 
cells). They may be spherical instead of biconcave 
(spherocytes) and may show great variation in siz 
(anisocytosis—not the same size) or shape ( potkilocytosis— 
various shapes). They may be completely filled with 
haemoglobin (normochromic—normal colour) or les 
completely filled (hypochromic—less colour) when, be- 
cause of their biconcave shape they present with central 
pallor; they cannot be overfilled. 

Examination of a stained film and estimation of 
haemoglobin usually provide a reliable indication d 
the type of anaemia present, which can then be class- 
fied descriptively; for example, microcytic hyp 
chromic, macrocytic normochromic, etc. From exper. 
ience we know that anaemias due to certain causes art 
likely to have certain patterns; for example, perniciow 
anaemias are always macrocytic, iron deficiency 
anaemias always hypochromic; with a knowledge of the 
clinical history, the haemoglobin result and the film 
appearances a diagnosis can be made of most types« 
anaemia. 

Sometimes however, more precise data are needed 
It is relatively simple to count the red cells in a given 
volume of blood but due to a variety of factors th 
accuracy of these counts may vary by from 10-15 pe 
cent. More accurate is the packed cell volume alread) 
referred to, which will clearly diminish with the re 
cell count, and will be smaller in microcytic than i 
macrocytic anaemias with the same number of re 
cells. Knowing the haemoglobin, PCV and total re 


cell count, the average volume of, and haemoglobit 


concentration in, red cells can be calculated; sud 
figures are known as absolute values. 

Further help may be given by the reticulocyt 
count; in those anaemias due to loss of blood, either b 
haemorrhage or too rapid breakdown of red cells * 
that their average life span is less than 120 days, th 
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A Fig. 1. Macrocytes : from a case of pernicious 

maemia. Note the very large cells in the centre of 

the field and compare with Fig. 2. There is also 
some variation in size (anisocylosis). 


2 


Fig. 3. Anisocytosis and poikilocytosis: nole © 
the variations in size and shape of the red cells. 
(Both magnified by 550.) 


marrow actively replaces the cells 
lost, and immature cells are re- 
leased; the reticulocyte count there- 
for rises and occasional nucleated 
red cells may even be seen. When 
the anaemia is due to a deficiency, 
the marrow is not usually over- 
active and reticulocytes are not in- 
creased. In occasional cases it may 
be necessary to aspirate bone mar- 
row to examine the more primitive 
precursor cells; this procedure is 
especially useful in macrocytic anaemias such as per- 
nicious anaemia, in which the large precursor cells or 


megaloblasts (large germinal cells) are distinct from the 
normal (normoblastic) precursors. 


White Cells (Leucocytes) 


White cells or leucocytes (white shapes) are nucleated 
cells produced in the bone marrow and lymph nodes; 
they are of three types which together number in an 
adult 4,000-11,000 cells per c.mm. This total white cell 
cunt is easily performed, but a stained preparation of a 
dred blood film, such as is used to assess red cell 
appearances, is needed to distinguish the three types of 
cell present and to estimate their relative proportions; 
this is the differential white cell count. A raised white cell 
count (above 11,000 per c.mm.) is called a leucocytosis ; 
acount below 4,000 per c.mm. is called a leucopenia. 

The most numerous cells are the polymorphonuclear 
‘nuclei of many shapes) J/eucocytes which are again of 
three types, neutrophil, eosinophil and basophil, according 
to the staining reaction of granules present in their 
cytoplasm. Neutrophil polymorphonuclear cells (neu- 
trophils) form 60-70% of the total count; they form 


° 


“er. 


00, 


Fig. 2. Microcyles: & 
from a case of iron 
deficiency anaemia. Note 
the unstained centres of the 
cells (hypochromia) and 
the small size of cell as 
compared to Fig. 1. (Mag- 
nified by 550). 


29% 
co” 


the first line of defence in 
many acute inflamma- 
tory processes, especially 
when the causative orga- 
nism is one which pro- 
duces pus, and a raised 
white cell count (leuco- 
cytosis) in which 80-90% 
of the cells are neutro- 
phils is usually a reliable 
indication of infection. 

Overwhelming infections and certain drugs may 
depress the bone marrow and inhibit neutrophil pro- 
duction producing a neutrophil leukopenia, with total 
counts below 4,000 cells per c.mm. and a marked 
diminution in the number of neutrophils, sometimes 
down to under 5%. Eosinophils, normally 1-4% of the 
total count, are raised in allergic conditions, worm 
infestations and certain tropical diseases; basophils, 
normally 0-1°, show little variation. 

The next most numerous cells are the lymphocytes, 
which form 20-30% of the total adult white cells. 
Lymphocytic leucocytosis, more simply called lymphocy- 
tosis, may be seen in virus diseases, such as chickenpox 
and measles, and in long-standing infections; in babies 
the lymphocytes normally form 60-70% of all white 
cells, and the reversal to adult values is not fully 
achieved until puberty. 

The third type of cell is the monocyte which forms from 
5-10°% of adult white cells; the count is characteristi- 
cally raised in glandular fever. 

The rises or falls so far described in the white cell 
count are secondary; that is, they are brought about in 
the marrow or lymphoid tissue by outside influences 
such as infections and revert to normal when the influ- 
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A reprint of the articles on Divine Healing published in 
the NURSING TIMES, is available, price 1s. 8d. 
including postage, from the Manager, Nursing Times, 
Macmillan and Co. Ltd., St Martin’s Street, W.C.2. 


4 


ence is removed. There is a group of diseases known 
collectively as the leukaemias (white blood) which are 
primary malignant growths of the white cell apparatus 
and result in the liberation of immature white cells 
from the marrow into the peripheral blood. The leu- 
kaemias so produced correspond to the cells which 
produce them; primary malignancy of the lymphoid 
tissue produces lymphatic leukaemia in which primitive 
lymphoid cells or /ymphoblasts are seen in the blood (the 
condition is probably allied to lymphosarcoma); dis- 
turbances in the polymorph-producing (myeloid) 
mechanism in the marrow leads to myeloid or myelo- 
genous leukaemia in which primitive myeloblasts and 
_myelocytes may be seen. Monocytic leukaemia, though 
rare, also occurs. 

The leukaemias may occur in acute or chronic 
form; there is usually a markedly raised total white cell 
count with many immature cells not normally seen in 


TODAY’S DRUGS 


Broxil (Beecham Research Laboratories) 


This is one of the new oral penicillins. It reaches high 
concentration in the blood within one hour of oral admin- 
istration, and significant levels are maintained for four 
hours. Broxil reaches the pleural and peritoneal cavities but 
does not cross the blood-brain barrier. 

Diarrhoea has sometimes occurred with therapeutic 
doses in man, but animals have shown no long-term toxic 
effects with doses well above therapeutic levels. Allergy to 
other penicillins does not necessarily imply allergy to Broxil. 

The indications for use are the same as for phenoxy- 
methyl penicillin. Neither are recommended for treating 
severely ill patients nor for subacute bacterial endocarditis 
or syphilis. The importance of Broxil may be as a fore- 
runner of other new penicillins rather than as an alternative 


to existing penicillins. 
NHS basic price—100 250-mg. tabs., 
£5 8s. Also available in 125-mg. tabs. 
BM], 13.8.60. 


Hygroton (Geigy) 

This is an oral diuretic, with an action similar to that of 
chlorothiazide. A dose of 400 mg. induces a diuresis in 
about two hours. The action of Hygroton is prolonged and 
may last 24-48 hours. It may be given for the symptomatic 
relief of oedema caused by cardiac, renal or hepatic disease, 
and it will also potentiate the antihypertensive action of 
ganglionic-blocking drugs and others that lower blood 
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peripheral blood ; occasionally, particularly when acyt. 
the total white cell count may be normal or low, th 
so-called aleukaemic leukaemia, but immature cells ar 
always present. Diagnosis is usually easy; young chi. 
dren however tend to respond to acute infections by , 
leucocytosis in which immature cells are present, ang 
this leukaemoid (leukaemia-like) reaction may be difficy) 
to distinguish from a true leukaemia. In difficult case 
a marrow biopsy with study of the primitive formatiye 
cells, and other specialized techniques may be of use 


Platelets 


Platelets are tiny fragments derived from the cyto. 
plasm of large cells called megakaryocytes in the bone 
marrow. They are non-nucleated and number 250,00 
to 500,000 per c.mm. blood in normal adults. They ar 
intimately concerned with the control of bleeding or 
haemostasis, both in helping to plug small damaged 
vessels and in initiating blood clotting on a damaged 
surface. They are diminished in a number of conditions, 
notably in the purpuras and in acute leukaemias; when 
the count drops to 60,000 there is a liability to small 
areas of haemorrhage and bruising (petechiae); the 
clotting power of the blood is not usually affected until 
the count falls below 40,000 per c.mm. 


pressure. ‘Treatment of oedema should be intermittent and 
given on two or three days each week. At present there i 
insufficient evidence to know whether Hygroton has any 
advantage over the longer-established thiazide diuretics, 

No toxic effects have yet been reported, but potassium 
depletion may be produced, leading to a liability to com 
in hepatic cirrhosis and intolerance to digitalis in cardiac 
failure. When treatment is prolonged and the patient’ 
intake of potassium is low, supplements of potassium 
chloride must be given. 


NHS basic price—100 100-mg. tabs., 71s. 5}¢ 
BM7, 6.8.60. 


Robitussin (A. H. Robins) 


This contains 100 mg. glyceryl guaiacolate in each 5 ml. 
Glyceryl guaiacolate is an expectorant, the main effects 
which seem to be to reduce the tenaciousness of the sputum 
and diminish the frequency of coughing. The latter effect 
is in part due to the demulcent action of the syrup used asi 
vehicle for the drug. 

Dose: adults, 5-10 ml. (1-2 teaspoonfuls) every two t 
three hours; children, 2-5 ml., two or more times daily, 
according to age. There appear to be no significant side 
effects or contra-indications. 


NHS basic price—8 fl. oz., 13s. 24 
BM7, 9.7.60. 


With the kind co-operation of the BRITISH MEDICAL JOURNAL, — 
we have arranged to print abstracts from the popular series ‘To-day’ 
Drugs’ which appears weekly in that journal. 
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TALKING POINT 


WeLL, I SUPPOSE it’s back to the grind this week; those 
who have been paddling in the seas around these shores 
have returned, nog noticeably sun-tanned, but on the 
whole looking better. So we must get down to business, 
even in this lighthearted little column. 

Let us take, this week, the subject of tubes—tubes 
which, for one reason or another, are introduced into 
the patients’ stomachs. Perhaps the phrase ‘for one 
reason or another’ is the operative one, for the first 
thing to decide is why the tube is wanted in the stomach. 
(Incidentally, these tubes are gastric tubes and not 
oesophageal as they are so frequently miscalled.) A 

imen of resting gastric juice may be needed: the 
quid will be thin and can be aspirated through almost 
a pin-hole. This makes a Ryle’s tube admirably suited 
to this type of gastric aspiration. 

Unfortunately, too few people seem to know what a 
Ryle’s tube is. Made of rubber, it has a torpedo-shaped 
tip which contains a pellet of metal. Near the tip are 
four or six pin-sized holes. Ryle’s tubes should never be 
passed nasally; they should always be swallowed and 
they go down remarkably easily, like a bolus of food. 
It is as well to secure the free end. As Ryle’s tubes 
are only suitable for obtaining specimens of gastric juice 
and therefore will only remain in the stomach for a 
relatively short time, afterwards they can be syringed, 
boiled and used again. 

To empty the stomach of blood post-operatively, and 
to keep it empty, a different type of gastric tube is 
needed—the so-called naso-gastric tube. Because blood 
is thicker than water (or even gastric resting juice) the 
tube must be perforated with much larger, oval holes, 
ifthe aspiration is to be successful. Because the tube will 
be kept in position for possibly several days, it is better 
to pass it nasally than orally, as then mouth toilet can 
be carried out and the patient can appreciate sips of 
water. The nostrils must be cleaned and lubricated first 
and a deflected septum looked for. The blunt, soft tip 
of the tube can then be passed straight back, beyond the 
septum and it will go down very easily if the patient, at 
the same time, is given a measure of water to sip. How 
far should it be passed? Well, into the stomach; and, 
despite what most of the textbooks say, the distance will 
vary with different people. Measuring it beforehand 
from the bridge of the nose to the tip of the xiphoid 
process provides a good marking point. (Surface ana- 
tomy is, of course, disgracefully neglected in nearly all 
schools of nursing, which is a pity, for it is almost the 
only form of anatomy of practical use to any nurse.) If 
the patient has had the tube passed and has sipped 
water in the process, it should be possible to aspirate the 
water and thus to ensure that the tube is, in fact, in the 
stomach. This is on the elementary principle of what 
goes down can be got up. 

Various methods are used to check that the tip of the 
tube is in the stomach. If material can be aspirated in 


any quantity—then the tube is in the stomach. (An 
hour-glass stomach will fox almost anyone). But if 
nothing can be got up the tube—then something is 
wrong. The tube may not be patent or the tip may still 
be in the oesophagus. 

Why should the post-gastrectomy patient be given 
hourly sips of water? This seems to be something that 
utterly confuses student nurses. If the patient is having 
the usual routine of hourly suction and ounces of water 
and is having an intravenous infusion, then the ounces 
of water are merely to keep the mouth clean and the 
patient’s tongue moist. The extraordinary practice of 
injecting the ounce of water down the tube, if the 
patient is asleep, is without any rational foundation at 
all. The only reason for injecting water down such a 
tube, by a syringe, is to clear a tube that has become 
blocked. 

Now we all know that the stomach, like the mouth, © 
is very unsterile. This provides no excuse, however, for 
not cleaning and boiling the rubber tube after use and 
preferably boiling it again, before use. In the case of 
Portex tubes, they should be used once, and once only, 
and then thrown away. Yes, I know they cost 3s. 6d. 
each, but they are inefficient if boiled several times and 
they are intended to be disposable. 

Well, we have come back to the bedside with a bang, 
haven’t we? But I do get so tired of all the irrational 
nonsense that is talked about naso-oesophageal tubes, 
which, half the time are neither nasal nor oesophageal. 

People are sometimes kind enough to say thay they 
read Talking Point and really do talk about it. 

The thought of numbers of you discussing gastric 
tubes over the coffee cups gives me much pleasure. 

WRANGLER. 


The Healing of Wounds 


Two CENTURIES of inquiry into the nature of the healing 
process had brought us a very little way beyond John 
Hunter, said Professor Englebert Dunphy in his Moyni- 
han Lecture at the Royal College of Surgeons recently. 
However, Professor Dunphy declared that there was a re- 
markable demand for ascorbic acid in the body following 
severe stress, and, since ascorbic acid appears to be utilized 
and metabolized in the repair process, it should be given 
liberally after operation, even though there were no specific 
deficiencies. 

In the light of present knowledge in cases of severe injury 
with multiple wounds a dosage of 500-1,000 mg. would not 
be excessive. 

Ann. Roy. Coll. Surg. Engl., February 1960, abstracted in Med. Pr., 

June | 1960. 
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Defence Mechanisms in Nursing 


THIs Is a very interesting article*, it says important 
things and gives an unusual slant on nursing, but I do 
not agree with it. I also found it confusing and difficult 
to read. 


What the Article is About 


A general hospital called in the author to help work 
out a new duty rota for student nurses. The existing 
system of work was studied and changes in the rota 
were made. None of these—the system, the study or the 
changes—are described in full, but a theory is set out to 
explain the findings. The only data given by which to 
judge the theory are those chosen to support it. 


The Theory 


The theory is that of Miss Melanie Klein which has 
attracted a considerable following, but is hotly debated 
even among psychoanalysts. 

As I understand it the theory is as follows. Infants 
have strong feelings which give rise to fantasies about 
other people and themselves. They fear the strength of 
these feelings and anxiety is generated which is con- 
trolled in a primitive way by crediting others with the 
dangerous feelings (projection), or in a more mature 
way by facing the fear and substituting an activity 
which uses up the emotional energy in a socially and 
personally acceptable way (sublimation). 

Nurses need to sublimate emotions of both love and 
hate, but they deal with situations reminiscent of those 
which evoke primitive anxiety; therefore, says Miss 
Menzies, nursing may not only activate primitive 
anxiety but primitive defences also. 

Shared anxiety leads to similar ways of dealing with 
it. These ways become traditional. In nursing, tradi- 
tional defences are of a primitive type with which new 
nurses have to come to terms if they are to succeed in 
training. 


The Defences 


To experience the full weight of patients’ anxieties 
and to carry responsibility for them would arouse 
anxiety, so the hospital tries to avoid this in two main 
ways, by preventing nurses becoming too intimate with 
any one patient, by restricting both nurses’ and patients’ 

**A Case Study in the Functioning of Social Systems as a Defence 


against Anxiety’. Report on a study of the nursing service of a general 
hospital. Isabel E. P. Menzies ‘Human Relations’, Vol. 13, No. 2, 1960. 
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A REVIEW 


This is a review of an article which appeared recently 
in ‘Human Relations’, the journal of the Tavistock In- ; 
stitute of Human Relations. The article, which deserves 
to be widely read by senior members of the nursing 
profession, is a devastating criticism of the nursing 
service of a general hospital as seen by a psychoanalyst. | 


| 


individuality, and by avoiding responsibility. 

Splitting up the nurse-patient relationship is achieved 
by task assignment and frequent moving of nurses, 
Patients’ individuality is minimized by referring to 
them by bed numbers, by procedures such as bed- 
making being performed in a uniform way, by carrying 
out orders blindly and contrary to common sense (for 
example, waking a patient to give a sedative). Nurses 
individuality is minimized by uniforms, by putting 
nurses into grades and treating all in the same grade 
alike, by ignoring nurses’ feelings, and by the failure to 
provide personal counselling for them. 

Making decisions arouses painful conflict, so respon- 
sibility is avoided by checking and counter-checking of 
orders, by displacement of responsibility upwards (pas 
sing the buck), by passing blame downwards (scape 
goating), and by lack of definition of responsibilities, 
particularly in the higher grades. 

Giving responsibility involves trusting people and 
accepting their individuality. Nurses are not given res 
ponsibility equal to their potential ability. They are 
not allowed to arrange their own work, but carry oul 
their task lists like a ritual. Praise is withheld. 

In the hospital this kind of defence fails to alleviate or 
control anxiety because crises cannot be dealt with 
efficiently, staff movement is cumbersome, too mai 
nurses are employed and for much of the time are doing 
no useful work. Personal satisfaction is not achieved. 

Anxiety can be overcome only by facing it realist 
cally, but the system prevents this. Ritual performance 
of tasks takes the place of acting on principle. Evidence 
suggests that it is the more mature staff who leave, thu 
the system is self-perpetuating. 

Miss Menzies applies the theory not only to the hos 
pital but to nursing as a whole. Weaknesses in nursing 
organization have frequently been pointed out, but t 
medies have been rejected with a sense of outrage 
no radical changes have been made, because they 
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Although I am not trying to excuse the silly things 
Miss Menzies has shown up, and although I agree with 
, good deal of what she says about neurotic anxiety 
underlying individual behaviour, I cannot accept her 
main theory. If it were true, then periods of greatest 
carnage would lead to breakdown in nursing services 
because of inflexibility and inefficiency. The contrary is 
the case. When death and disaster are greatest, as in 
war, nursing is most adaptable and successful. 

There are several weaknesses in the theory. 

Miss Menzies says that in nursing it is easy to exag- 
gerate the importance of the primary task, that is, the 
care of the sick, and that above all defence against 
anxiety is crucial in deciding how nursing is organized. 
Miss Menzies derides standardization of methods and 
equipment, and explains the use of task assignment as 
a defence technique to prevent the impact of a patient’s 
anxiety on a nurse from becoming too great. Now these 
devices are ordinary ways of getting jobs done effi- 
ciently in the least possible time. Standardization of 
method is to a ward what habit is to an individual—an 
economy of effort. Keeping equipment in the same 
place is like being tidy—everyone knows where to find 
things. And job assignment goes on because it happens 
to be the quickest and easiest way of getting work done. 

Unlike most professional workers, nurses do not con- 
trol their own work load. Doctors arrange admissions, 
administrators speed up turnover and the work load 
rises relentlessly. No—it is not anxiety which deter- 
mines the method of work, but the amount of work 
which creates the method and rouses normal anxiety. 


False Analogy 


The second point in which the theory fails is in argu- 
ment by analogy. Analogies are often picturesque but 
not accurate. They can be used to make a point but not 
todevelop a theory. Miss Menzies takes a theory worked 
out with individuals and spreads it over the pattern of 
ward work, the administration of the hospital and 
British nursing as a whole. I do not believe it is valid 
except as it applies to individuals. 

The third weakness is in the choice of a frame of 
reference. In making a study, facts should be gathered 
ina neutral way, and a theory should conform to the 
facts. Miss Menzies reverses this procedure. She calls 
the study a case history, data were ‘collected within a 
soct-therapeutic relationship’, diagnosis and therapy are 
eferred to throughout. Since the frame of reference is 
one used for pathological states it is not surprising that 
the result is a diagnosis of pathology. 

A further weakness in the article is the presentation. 
The study is not described but we are told that 70 
aurses, a 10 per cent. sample, were interviewed. We are 
not told of any precautions to ensure that the sample 
was a random one, nor do we know how many showed 
the kind of anxiety described. As a rule great pains are 
taken to make sure that the staff understand and are not 


threatened by the study itself. This natural worry is not 
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mentioned at all nor what was done to avoid it. 
Since I cannot accept Miss Menzies’ theory it is up 
to me to state my own from the data given. 


Discovering the Obvious 


When the facts are sifted from the theory a simple 
explanation suggests itself. 

The hospital described had been incompetently run 
for some time. The lack of responsible leadership and 
the practice of blaming others for the faults of manage- 


‘Nurses are among our best allies. They have 
grasped more thoroughly than any other profes- 
sional group the importance of extended training 
in mental health principles. This might be expected 
of a profession who, by and large, are even more 
closely in touch with patients and their feelings 
than are doctors. I hesitate to give any advice on 
their training because it has become so obvious 
that they know where they are going and that 
nursing superintendents, nurse tutors and pro- 
fessors of nursing will demand from all the dis- 
ciplines that can provide it the kind of instruction 
which they feel they need. It is a heart-warming 
experience for a psychiatrist to join in a discussion 
with a group of nurses. Their enthusiasm and their 
ready insight into the problems of patients suggests 
that they are ready to be leaders and teachers in 
the field of mental health. In the education of the 
public and in extending mental health activities in 
the field of public health, the public health nurse 
has a great task to perform. It is up to those of us 
who can to provide the opportunities for theoretical 
and practical training which will do justice to this 
dynamic spirit.’ 
Professor T. Ferguson Rodger, Professor of Psy- 
chological Medicine, Glasgow, speaking at the 
annual meeting of the World Federation for 
Mental Health, Edinburgh, August 1960. 


ment had led to extensive scapegoating and passing the 
buck. Poor administration made it difficult to carry out 
the primary task of caring for the sick. The staff were 
worried about this. Those who had a pride in their 
work, who could not stand the muddle and the unhappy 
atmosphere, and who were able to do so, left. The in- 
creased turnover of senior staff brought to administra- 
tive posts junior and inexperienced people who had no 
one competent to guide them. Instead of looking into 
the efficiency of matron’s office, a psychoanalyst was 
called in who worked within a socio-therapeutic rela- 
tionship—in itself a stressful situation for the staff. 

My solution for the difficulties of the hospital would 
be to appoint a matron of known competence whom the 
nurses knew and trusted, who could restore their self- 
confidence by re-establishing order in the nursing 
service. R.M.N. 
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Book Reviews 


Stroke. A Diary of Recovery. Douglas Ritchie. Faber, 12s. 6d. 


Some 18 months after a stroke had deprived him of his speech 
and the use of his right arm and leg, Mr. Ritchie began a ‘diary of 
recovery’ as part of his rehabilitation. What began as an exercise 
proved in the end a record of triumph over tremendous odds. ‘The 
author was only 50 and was head of BBC. Publicity when this ill- 
ness struck him. For some time he was, as he describes it, insulated 
from the full significance of his disabilities and only gradually 
came to understand that recovery could be not more than partial. 
As he lived in London he was able to attend the finest remedial 
and speech therapy centres, and there the foundations of his re- 
covery were laid: but in the end he realized that any progress de- 
pended above all on his own will and effort. 

To the many people who care at home for someone disabled 
after a stroke this book must bring help, encouragement, and in- 
creased understanding. Mr. Ritchie describes what it feels like to 
be unable to communicate and to feel that one’s brain is not 
functioning properly, and the humiliation and frustration which 
result from almost complete dependence on others. Step by step, 
with candour and some humour, he traces his painful progress up 
to the time when, as the record finishes three and a half years later, 
he has recovered much of his power of speech and some movement 
in the paralysed limbs. 

This brave book ends with some practical advice on overcoming 
some of the difficulties of being a hemiplegic and is dedicated to 
the author’s wife who is the heroine of the record. 

M. H. Scort, s.R.N. 


How You Can Save Your Children’s Teeth. E. H. Carroll- 
Clarke, L.p.s., L.D.s.£. and Harvey Day. Ward, 12s. 6d. 


Intelligent parents who realize the importance of children 
having healthy teeth will find in this book the reasons why dental 
decay occurs and what to do about it. In simple language the 
authors make it clear how it is possible for children to grow up 
with perfect teeth. Advice is accompanied by reasoned explana- 
tions, facts are stressed by references to a wide variety of sources, 
and the whole is enlivened by anecdotes from past or contem- 
porary life in this and many other countries. There is not a dull 
page in this interesting and practical guide to the prevention and 
control of dental troubles. In a chapter entitled ‘Principles of 
Healthy Eating’ the iced lolly is firmly denounced but the authors 
write that it is too much to expect children to do without sweets 
when they see their friends enjoying them, and advice is given on 
how to counteract the damage which may result. 

Clear diagrams illustrate the structure of the teeth and jaw and 
a particularly happy portrait of a small boy with perfect teeth 
makes a delightful frontispiece. 

M. H. Scorrt, 


Tomorrow Will Be Sober. Lincoln Williams. Cassell, ]3s. 


This is a book about alcoholism, written by a doctor, with the 
aim of helping ‘those who suffer from it, and those around them 
upon whom its effects are often as disastrous as they are on its 
victims.’ The author states emphatically at the outset that alco- 
holism is a disease. ‘The characteristic course of alcoholism is des- 
cribed in detail, and there are quotations from many personal 
testimonies. 

Four categories of alcoholic personality are described as ‘the 
good, the sad, the mad, and the bad’ corresponding with the 
headings ‘wholesome personality’, ‘neurotic alcoholic’, ‘psychotic 
alcoholic’, and ‘psychopathic alcoholic’. ‘The latter classification 
includes a clear description of what is commonly understood to 
be the psychopathic personality, although a note of moral judge- 
ment is implied, which is not usually associated with diseases more 
readily acknowledged as such. In one chapter, How to Approach 
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an Alcoholic, there are many dogmatic musts and MUSE not 
including rigid rules for the guidance of physicians treating alo, 
holics, In the chapter on Psychological ‘Treatment there is an oye, 
simplified attempt to explain in everyday language several menp! 
mechanisms, which fails to distinguish clearly between Consejo, 
and unconscious motivation, giving the impression that defen 
mechanisms may readily be employed at will. 

This book is written to cater for the interests of a wide varieyg 
people, lay and professional, and in this respect might stimyly 
the reader interested from a particular standpoint to explop 
further literature on the subject. 

E.C., sax. 


The Birth of Normal Babies. Lyon P. Strean, pu.v., ppg. 
F.A.P.H.A. Vision, 21s. 


This is a book written primarily for the expectant mother, } 
deals with the question of congenital abnormalities and relgts 
these to mental and physical stress occurring during the-fjy 
trimester of pregnancy. The author states that care of the mother 
health, the avoidance of accident, infection, emotional instability 
or stress, and a proper diet, especially during the first trimester,ep 
avoid these deformities. 

In the second part of the book he describes case histories wher 
in all cases he relates the abnormality of the baby to a defitite 
illness or stress, physical or emotional, suffered by the mother 
during her pregnancy. 

The foreword states that this book will bring comfort and relief 
to many who fear hereditary taints in the family. I feel that in th 
normal woman it would create unnecessary fears, and I woul 
hesitate to recommend it to any prospective mother. 

C.F.M., R.G.N., S.C.M., M.T.D. 


BOOKS RECEIVED 


OCCUPATIONAL THERAPY IN REHABILITATION. E. M. MacDonald, 
B.LITT., T.M.A.O.T. Bailliére, Tindall and Cox, 37s. 6d. 


Pepiatric Nursinc (fourth edition). Gladys S. Benz, R.N., MA, 
Kimpton, 45s. 


WorKBOOK OF SOLUTIONS AND DosAGe or Drucs (INCLUDING 
ARITHMETIC) (sixth edition). Ellen M. Anderson, R.N., B.S., MA 
Kimpton, 24s. 6d. 


Teach YourseLtF YOGA, James Hewitt. English Universities Press, 
6s. | 


A student from the Children’s Hospital, Sheffield, 
learns the care of the normal baby at Jessop Hospital. 
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Heart- 
lung 


A NEW HEART-LUNG MACHINE has been developed in the 
department of Professor Erik Husfeldt, in Copenhagen. This 
oxygenator is of the stationary screen type described by Mr. 
Raymond Hurt in his article on pages 1087-89. Our pictures 
show it in use during a heart operation on a 53-year-old woman 
suffering from rheumatic heart disease. ( Top left) The machine 
has its own team of doctors and nurses to superintend its 
operation. (Top right) Wide-bore cannulae are tied into the 
superior and inferior venae cavae via the right atrium. (Right) 
Some of the instruments used during the operation. (Bottom 
left) The operation over, the machine has been disconnected 
and pushed away. (Bottom right) The machine is dismantled. 
Many feet of tubing have to be carefully cleaned each time it 
is used, 


A Danish 


Machine 
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NURSING TECHNIQUE; 


Syringing the Ear 


impacted wax which is blocking the auditory canal 

and affecting hearing. It is never carried out unless 
expressly ordered by the doctor. Patience and perse- 
verance are needed to obtain satisfactory results. 


C impacted OF THE EAR may be ordered to remove 


Principles 


(1) To avoid injury to the canal or ear drum by 
regulating the pressure of the irrigation, and using the 
correct technique for drying the ear. 


(2) To avoid the introduction of infection by using 
an aseptic technique. 


Equipment 


A sterile tray with aural syringe, Higginson’s syringe, 
Edwards’ syringe or douche can and tubing with 
glass, bone or vulcanite nozzle, as ordered. 

Bowl of cotton wool wicks. ' 

Bowl to receive soiled swabs. 

Large kidney dish for returned lotion. 

One pint jug, containing lotion ordered at 100°F. 
(10 per cent. sodium bicarbonate, normal saline 
or sterile water are often used). 

Pair of aural forceps. 

Also required: towel and macintosh. 


Preparation of the Patient 


The doctor may order special drops to be inserted 
some hours before irrigation, to shrink and soften the 
wax and facilitate its removal. Drops that might be 
inserted some hours previously are: 


Sodium bicarbonate, 4 parts. 
Glycerine, 10 parts. 
Water up to 100 parts. 

or 
Ung. hyd. Nit. dil., 1 part. 
Arachis oil, 15 parts. 
Water up to 100 parts. 


Warm hydrogen peroxide is effective immediately 
before irrigation. 

Explain the procedure to the patient before screening 
him. He may sit in a chair, with the shoulder protected 
by a macintosh and towel, or he may lie in a dorsal 
recumbent position with the side of the head brought 


This series, prepared by the National Florence Nightin- 
gale Committee of the New Zealand Registered Nurses’ 
Association, and recommended for use in N.Z. nurse 
training schools, is reprinted from the \ew Zealand 
Nursing Journal by permission of the editor. 


to the edge of the pillow. Patient and bed are protected 
by the macintosh and towel. 


Procedure 


The equipment is left ready beside the patient. The 
nurse washes and dries her hands on a clean, unused 
towel. 

The large kidney dish is placed against the neck 
beneath the patient’s ear, and held firmly in place by 
the patient, or in the case of a child by the nung 
assisting. 

The syringe or tubing is filled and the air expelled. 
The ear is drawn up and back to straighten the aural 
canal in an adult, and downward and back for a child 

The tip of the nozzle is inserted into the entrance of 
the canal, but it must not be inserted far, as the canal 
is only 14 inches long, and the drum is a very delicate 
and easily injured membrane. A steady flow of lotion 
is now directed along the upper wall of the canal so that 
the return flow is not obstructed. It may be necessafy 
to use a pint of fluid before all the obstructing waxs 
washed out. 

Incline the patient’s head over a kidney dish at the 
completion to drain any excess fluid. 

A wick of cotton wool is then taken firmly in th 
aural forceps (or a dressed orange stick may be used), 
and the aural canal is straightened as described above 
and the wick used to dry the canal. This may have 
be repeated several times. 


Termination of Procedure 


The patient should be left comfortable. 

The equipment should be rinsed, cleaned, steriliaa 
and put away. 

The result of the irrigation should be recorded and 
reported. 

Any adverse symptoms such as pain, giddine®, 
nausea or vomiting should be reported at once. 
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‘patience and perseverance 
are needed to obtain 
satisfactory results’ 


Procedures set up and demonstrated for the 

Nursing Times by student nurses of WANSTEAD 

HOSPITAL, London, by kind permission of 
the matron and principal tutor. 


A The syringe is filled and the 
air expelled. 


“The patient holds the kidney 
dish in place. The ear is drawn 
up and back to straighten the 

aural canal. 


Below left: the tip of the nozzle 
is inserted into the entrance of 
the canal. 


Below: the canal is dried with 


a dressed orange stick. 
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Alton): the with Mis: 


In Shalden Ward, Miss D. Francis, ward sister, shows a pupil how to operate the hoist. 


TRAINING FOR THE ROLL 


hospital, but she was telling me about her training at a 

small hospital in the West. ‘We did mostly acute work; 
we had three months in casualty, and three months in theatre. 
When sister was off duty we were sometimes left in charge. But 
when I came here—because they train student nurses, I was 
thought only fit to give out bedpans.’ 

It seems to me that this attitude to the enrolled nurse exists 
because there are still many trained nurses who have only met 
the kind of SEAN who was admitted to the Roll when it was 
first opened simply because she had many years of experience 
of nursing duties, often only in chronic wards, but who had not 
trained at one of the excellent training schools for the Roll that 
are now in being. 


Mi FRIEND is an SEAN. Now she is working in a London 


In the Jane Austen Country A Specially marked 


in the 
| Such a school is Alton General Hospital, a 136-bed acute  eatie toilet duties. 


hospital in the Jane Austen country in Hampshire, quite near 
the home of Lord Montgomery, who gave the prizes there last 
. year. He took one look at the girls, and told the matron, Miss 
E. M. Andrews, that he had no sympathy with her if she lost 
her nurses through marriage. 
Miss Andrews has steadily campaigned, since she came to 
Alton just over two years ago, to raise the status of the enrolled A cubicle in Fro 
(concluded on page 1086) Ward. 
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Wolthd: are named after villages around A Miss M. P. Mills, 
the a with Miss R. Cole, ward sister. assistant nurse teacher, 
spends much of her time 


in the wards, instructing 


the pupils. 


Miss E. M. Andrews, ® 
matron, and Miss Mills 
see two of the pupils off 
to spend a day with the 


district nurse. 


<4 Pupils spend six weeks 
of their training in the 
maternity department. 


The casualty 
theatre is a busy one. 
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| Alton General Hospital—A typical paper set 
in the Hospital Final Examination 
| 


Three questions must be answered 
_ |. Give in detail the nursing of a patient suffering 
| from congestive heart failure. 
2. What would you do to lessen noise in the wards ? 
' 3. How would you sterilize the following: 
| (a) rubber gloves 
| (6) a Bard Parker blade 
! (c) an all-glass syringe 
(d) a gum elastic catheter 
| 4. What would you do to reassure the relatives of 
a very ill patient? 
5. What are the essential qualities of a good nurse ? 
6. What instructions do you consider would be 
helpful to a junior nurse doing her first night 
duty ? 
Time allowed—one hour 


20 minutes per question 


nurse, and it is her ambition that Alton should achieve 
national repute as a leading school. 


High Nursing Standards 


Nursing standards are high, and the appearance 
of the nurses and wards would do credit to any 
teaching hospital. 

Some of the buildings are temporary hutments put up 
during the war, but the main ward block dates from 
1926. An 18th century workhouse building, which Jane 
Austen must have known as she drove past in her 
carriage, no longer houses patients but contains 
matron’s flat, administrative offices, nurses’ changing 


‘rooms, dining-room and kitchens. 


Recent improvements have included the conversion 
of part of the physiotherapy department as a new out- 
patient clinic and a waiting room for visitors. 

The training school is in the old cottage hospital, and 
Wykenham House is a lovely nurses home in a garden 
on a hill on the far side of Alton. 

There is a modern theatre in the main hospital block, 
and about 130 operations take place each month. There 
are 13-15 outpatient clinics weekly, and there is a 
separate, and busy, casualty department. 


Pupil Nurse Training 


The training of the pupils includes six weeks in the 
maternity ward, six weeks’ children’s nursing, a maxi- 
mum of 10 weeks each in theatre and casualty, and 
periods of 10-12 weeks in medical and surgical wards. 
Eight weeks each year are spent on night duty, and 
tutorials are held during the night by one of the night 
sisters. [Three nurses are generally assigned to each ward 
in order to allow for this. 

Lectures over and above the GNC requirements 
include those from the almoner, the consultant anaes- 
thetist, members of the medical and surgical staff and 
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two from a physiotherapist on correct methocs of lifting 
and standing. Visits are arranged to a sewage works 
and a dairy, and each pupil spends a day with a distric, 
nurse. 

The GNC assessment is taken after 12-18 monthy 
training, but towards the end of the two years asa pupil 
there is the hospital final examination, which must be 
passed to qualify for the award of the hospital badge 
and certificate. 

Although the emphasis is on practical bedside nurs. 
ing, and a high standard of education is not expected, 
the pupils are encouraged to express themselves jp 
writing. They write reports on the wards, under the 
supervision of the sisters, and must give the matron 
a written account of each educational visit. Frequent 
written tests are set. 


A Different kind of Nurse 


The question might now be asked why, if these girls 
are capable of training to so high a standard, are they 
not in training for the Register instead of the Roll? But 
the Alton-trained enrolled nurse does not expect to 
become an administrator or a tutor, and the qualities 
required in these posts are not expected of her. She is 
as much a trained nurse, and she is trained to as higha 
standard as her SRN sister, but she is a different kind 
of nurse. She does not wish to administer, or to teach, 
she wants to continue to nurse patients. And this she 
will do superbly. 

B.V.W. 


Where Plague Lurks Unseen 


ALTHOUGH PLAGUE is almost extinct according to the 
latest statistics (in 1959 there were less than 300 cases 
in the whole world), it may at any moment erupt 
again, says an article in the Bulletin of the World 
Health Organization. 

Modern public health measures ensure that plague- 
carrying rats cannot cross the oceans, but wild ro 
dents in remote parts of the world, especially in Asia, 
harbour the disease. There is evidence, claims Dr. 
Marcel Baltazard, of the Pasteur Institute of Iran, that 
plague is more firmly rooted than ever in those parts of 
the world where it is especially favoured by biological 
conditions. 

Governments of countries where plague has been 
highly endemic in past decades are therefore continuing 
to set aside considerable sums of money for research 
into its epidemiology, and to organize campaigns (0 
find out if it can be eradicated under local conditions. 

It has been found that some of the fleas in India 
which may transmit the disease are resistant to DDT. 
It is therefore suggested that rat fleas in any area where 
insecticides have been used on a large scale should be 
tested regularly for resistance so that in the event of af 
outbreak the insecticides most likely to destroy these 
fleas could be applied from the outset. 
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SURGERY 


Artificial Heart-lung Machines 


uYMOND L. HURT, F.R.C.S., 


(sultant Thoracic Surgeon, North Middlesex Hospital, London; 


Research Assistant, St. Bartholomew's Hospital, London 


approximately 3,000 infants with congenital heart 

disease. Although some of these babies die in infancy, 
there are many who survive the first year of life and 
have defects that are amenable to corrective surgery. 
Some of these operations can be performed by a ‘closed’ 
technique but the majority are better done by an ‘open’ 
operation which is made possible by using a machine 
to take over the function of the heart and lungs. 

Hypothermia, in which the patient is cooled to 30°C., 
allows the circulation to be interrupted for about nine 
minutes. This provides sufficient time for certain abnor- 
malities such as the secundum type of atrial septal 
defect or pulmonary stenosis to be corrected. Other 
abnormalities such as ventricular septal defect, tetra- 
logy of Fallot, or the primum type of atrial septal 
defect, are more complicated and require a longer time 
for operation. It is for such cases as these that some 
form of artificial heart-lung machine is essential. The 
machine circulates oxygenated blood throughout the 
body and allows the operation to be performed care- 
fully and without haste. In addition there is no fixed 
time limit within which the operation must be per- 
formed and this is of great psychological importance to 


: THE UNITED KINGDOM each year there are born 


Fig. 1. Types of Heart-lung Machine. 


BUBBLE OXYGENATOR 


In this article the various types of heart-lung machine 

are described. Their method of use is discussed and 

the Melrose heart-lung machine is illustrated and 
described in greater detail. 


— 


the surgeon, who may encounter an unexpected abnor- 
mality within the heart or an unexpected difficulty in 
the surgical procedure. 

However, the use of a heart-lung machine does not 
allow an unlimited time for operation, since all types 
of machine damage the blood to some extent, depend- 
ing on the principle upon whieh they work, and this 
leads to difficulties in blood coagulation at the conclu- 
sion of the operation. 


Types of Heart-lung Machine 


Certain basic principles govern all types of heart-lung 
machine. The venous return to the heart is diverted 
through 


introduced into the 
superior and inferior 
venae cavae via the 
right atrium. This blood 
passes to the machine 
by gravity through a 
large-bore tube into a 
reservoir situated about 
12 in. below the patient. 
The blood after passing 
through an oxygenator 
is pumped back into the 
patient through a can- 
nula tied into the fe- 
moral artery, the can- 
nula being directed 
centrally so that the 
blood runs into the 
aorta and thence to the 
rest of the body. There 
is a fine-mesh filter in 
the arterial line to pre- 
vent fibrin emboli en- 
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tering the circulation. 
Some form of heating 
device is usually incor- 
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temperature. It is highly desirable that all parts of the 
machine that are in contact with the blood can be 
easily sterilized and cleaned. 

One of the main problems in heart-lung machines 
has been to develop an adequate lung mechanism. It 
is necessary to add oxygen and remove carbon dioxide 
from a large volume of blood—up to four or more litres 
a minute when operating on an adult. The blood must 
be exposed to the gas atmosphere as a very thin film— 
no more than half a millimetre thick and preferably 
less. This means that the artificial lung must spread the 
blood over an area of 2-10 square metres, expose this 
film to an atmosphere of oxygen under sterile condi- 
tions, and collect the oxygenated blood ready for 
pumping back into the patient. 

Special precautions must be taken to reduce to a 
minimum the damage to the blood during its extra- 
corporeal circulation. Plastic tubing is used throughout 
as this causes minimal adherence of platelets to its 
internal surface and hence minimal loss of coagula- 
bility of the blood. The stainless steel connecting pieces 
are tapered so as to avoid eddies in the flow of blood, 
and all the surfaces are highly polished and kept as 
scratch-free as possible. It is especially important to 
use a pump that does not injure the blood and so 
reduce its ability to clot after operation; for this 
reason a roller type of pump which gently compresses 
the tubing containing the blood is often employed. 


The Three Types of Machines 


There are three types of artificial heart-lung mach- 
ines at present in use (Fig. 1). : 


Bubble oxygenator. In this machine which has been 
developed by the Lillehei-DeWall group at Minne- 
apolis, blood and oxygen enter the bottom of a long 
vertical tube. The blood is converted into foam, which 
then passes into a defoaming chamber where it is con- 
verted into a nearly bubble-free state by contact with 
a substance that lowers its surface tension. This blood 
then passes into a coiled settling tube in the form of a 
helix where any remaining bubbles are able to separate. 
The oxygenation in this machine is very good, but the 
output of oxygenated blood is relatively small. The 
machine, apart from the pumps, is made entirely of 
plastic tubing. Since fresh tubing is used for each 
operation, it is not necessary to clean the machine after 
use, whereas oxygenators of a non-disposable type 
require meticulous cleansing, a most time-consuming 
procedure. The machine is relatively cheap, costing 
about £700. However, it is being superseded by other 
machines that can produce a higher and more physio- 
logical flow of oxygenated blood. 


Film oxygenator. The blood is spread out as a very thin 
film in an atmosphere of oxygen, thus allowing the 
oxygen and carbon dioxide exchange to occur. There 
are two types of film oxygenator—the stationary screen 
oxygenator and the rotating disc oxygenator. 

In the stationary screen oxygenator, of which the 
machine used at the Mayo Clinic, USA, is an example, 
the blood runs down a series of stainless-steel gauze 
screens enclosed in a perspex case, through which a 
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mixture of 973 per cent. oxygen and 2} per cent. carbop 
dioxide is passed. The oxygenated blood is pimped oy, 
of the base of the container by an arterial pu np. 

In the disc oxygenator the blood is picked up as, 
thin film on a series of rotating stainless steel cliscs, This 
principle is used in the machine developed by Melroy 
at Hammersmith Hospital. 

Membrane oxygenator. This oxygenator attempts to 
imitate the lung more closely than does any other 
machine: the blood is separated from the oxygen by ap 
exceedingly thin plastic membrane, through which the 
oxygen and carbon dioxide diffuse. Though it has 
proved difficult to make this machine reasonably com. 
pact and easy to sterilize, a machine working on this 
principle has been used successfully in France. 


Connection to Patient 


The way in which the machine is connected to ; 
patient is shown in Fig. 2. The heart is exposed and 
two catheters are introduced into the heart via the 
right atrial 
appendage, one 
into the super- 
ior vena cava 
and one into the 
inferior vena 
cava. At the 
time of by-pass, 
slings placed 
around the 
cavae and the 
contained cath- 
eters are drawn 
up so that all 
the blood re- 
turning to the 


Fig. 2. Method » 
of connection of heart- 
lung machine to pa- 
tient. ‘The blood is 
diverted from the su- 
perior and _ inferior 
venae cavae by large 
cannulae introduced 
through the right at- 
rium. The blood re- 
turns to the patient 
via the femoral artery. 


PUMP 
OXYGENATOR 
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heart, except the coronary return, flows through these 
catheters and then by gravity into the venous side ol 
the machine. 

After oxygenation the blood is pumped back into the 
patient through the femoral artery. The patient is given 
heparin, to prevent blood clotting in the machine, 
before the catheters are inserted, and at the conclv 
sion of the by-pass the heparin is neutralized with 
an appropriate dose of protamine. 

During the whole operation, including the actual 
by-pass, a continuous record is taken of the arterial 
pressure, venous pressure, electro-cardiogram, ané 
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Results of Open-heart Surgery 


Open-heart surgery is now a safe pro- 

cedure with the use of a heart-lung mach- 

-- ine, and many forms of congenital heart 
disease may be treated satisfactorily. 
Operations for ventricular septal defect, 
aortic stenosis and pulmonary stenosis are 
regularly performed with a heart-lung 
machine, with good results in all but the 
more advanced cases. Operation for tetra- 
logy of Fallot is less satisfactory and the 
mortality is higher. As further experience 
is gained these machines will also be used 
increasingly for cases of heart disease, such 
as rheumatic aortic stenosis, mitral sten- 


V Fig. 4. Melrose heart-lung machine. On the left is the 
main part of the machine with the cylindrical stainless 
steel oxygenator. The rotary pump may be seen at the back 


4 Fig. 3. Typical tracing taken during 
gration. During the by-pass, while the 
machine is taking over the action of the heart, 
the ECG and the EEG are unchanged. 
The arterial pressure is nearly non-pulsatile 
and therefore the trace ts much smoother. 


eectro-encephalogram (Fig. 3). 
The temperature is also recorded 
as it will fall considerably during 
the by-pass if the blood in the 
machine is not warmed. 


Melrose Machine 


The Melrose machine (Fig. 4), 
designed at Hammersmith Hos- 
pital, London, is the commonest 
machine in use in the British Isles. 
The oxygenator is a stainless steel 
cylinder within which are over a 
hundred perforated discs, forming 
the oxygenating surface. The cyl- 
inder is inclined at an angle to the 
horizontal, and as it rotates so the 
blood is lifted on to the discs as a 
thin film and exposed to the 
oxygen. | 
The blood passes from one end of the oxygenator 
to the other under the influence of gravity. The 
blood is sucked out of the lower end of the oxygenator 
by the rotary pumps, and, after passing through a filter, 
is pumped back into the patient. Special plastic tubing 
is used throughout the machine, so as to preserve the 
clotting power of the blood after operation. 

A separate cabinet houses the coronary sinus sucker 
unit. When the heart is open and the defect is being 
repaired, there is a constant flow of blood from the 
coronary arteries into the heart. This blood is aspirated 
into the coronary sinus sucker unit where it is rendered 
bubble-free and returned to the machine. 


of the machine in the centre of the photograph. On the 
right is the coronary sucker umit. 


osis with calcification, or mitral regurgitation. 

There is no doubt that within the next few years 
heart-lung machines will be considerably simplified. 
They may well be made as disposable plastic units, to 
be kept in a sterile container and used only once. 
Considerable research is proceeding into the use of 
profound hypothermia, in which the patient is cooled 
to as low as 15°C., two pumps being used to support 
the heart during the cooling process and the patient’s 
own lungs being used as an oxygenator. In the future 
it may be possible to dispense even with these two 
pumps, thus greatly simplifying the whole procedure. 

[See ‘Notes on Cardiac Surgery’, M. E. Perry, Nursing Times, 
November, 13, 20, 27, 1959.] 
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THE STEVENS STORY 


Mapam.—lI was astounded by the 
tone of the only comment printed on 
‘The Stevens Story’ in the Nursing 
Times of August 26. 

Surely the story gave us much heart- 
searching, and food for thought. We 
all know such families but, even in the 
worst cases, we must have a positive 
outlook. It was interesting to note that 
apparently the most constructive as- 
sistance, and sympathetic understand- 
ing, came from the Citizens Advice 
Bureau and voluntary organizations, 
rather than from ‘officious offiialdom’ ! 

M. Prrts. 
East Sussex. 


* * * 


Mapam.—I was most interested in 
“The Stevens Story’. I was, however, 
perturbed when I read M. A. Daven- 
port’s letter. 

Mrs. Davenport states she has had 
‘to deal with similar people’. The use 
of the verb ‘deal’ is unfortunate; per- 
haps help or advise would have been 
more appropriate. 

Mr. Stevens was obviously very 
fond of his wife, and in view of the 
fact that he had been deprived of 
normal family life, I think the criti- 
cism of his marriage before he had 
attained the materialistic necessities of 
life was unjustified. In any case they 
shared a flat with a relative of Mrs. 
Stevens when they were first married, 
and the flat was probably furnished. 
Due to unforeseen circumstances they 
were forced to leave and apply eventu- 
ally for assistance. 

In a welfare state such as England, 
one hopes that when unfortunate 
people such as the Stevens apply for 
assistance, they are helped and guided 
by welfare workers who possess under- 
standing and sympathy and not dealt 
with by dictatorial authorities. 

SHIRLEY MARLES, S.R.N. 
Didsbury, Manchester. 


EFFECTS OF MENTAL HEALTH 
ACT 


Mapam.—Miss Wallace in her con- 
tribution to the symposium (August 
12) stated that mental nurses welcome 
the new Mental Health Act with open 
arms. I would like to point out that 


not all of us are entirely happy about 
the possible consequences of the Act 
to the psychiatric hospitals and their 
nursing staffs. 

The Act allows for mentally ill 
people to enter general hospitals as 
patients, and_ general hospitals 
throughout the country which have 
not already a psychiatric ward or 
department are contemplating or 
actively planning one. Presumably the 
beds provided will be for early and 
acute illness, and the more there are 
the greater the likelihood that the 
psychiatric hospital will become a re- 
pository for chronic patients. Surely 
this is to be deplored on several counts. 
Primarily because we fear the effect 
on the patient who is not responding 
well to treatment and is asked to 
transfer from the general to the psy- 
chiatric hospital. ‘To him, his rela- 
tives, and the general public, the 
psychiatric hospital, as when it was 
called an asylum, would become the 
place one goes to when one’s case is 
hopeless. 

Then, existing trained staff in the 
hospital will feel resentment at being 
denied the nursing of the recently, 
mildly, or acutely ill patients of their 
specialty. Some may choose to follow 
these to the wards of the general hos- 
pital, leaving their former hospital in 
yet greater straits for trained and 
experienced staff. 

Also, student nurses, if any offer 
themselves in the circumstances, will 
be unable to take the whole of their 
training at the hospital, and will be 
less likely to remain on the staff when 
they have become State-registered. 

Should these gloomy prognostica- 
tions eventuate, the only way to retain 
and attract staff of any quality at all 
will be to pursue energetic rehabilita- 
tive programmes for the long-stay 
patients which while enormously bene- 
fiting these people will afford the 
nurses adequate interest and satisfac- 
tion in their work. All the staff should 
be geared to the remedial rather than 
the custodial outlook. 

Of course, in some hospitals this 
outlook already exists. In too many 
others it still does not; and if the 
prospect of an even greater staff 
shortage fails to prod them into it (and 
they will probably even give that as a 
reason against it), then they may very 
well shortly put up the old placard 
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over the door . . . ‘abandon hope, alj 
ye who enter here!’ 

M. Wuetpon. 
Wales. 


WHY AN AGE LIMIT? 


Mapam.—Once again the question 
of age looms large in the advertise. 
ment for the important post of work 
study officer. It seems rather ironical 
that this post is ‘in the senior adminis. 
trative grade’, and the applicant is 
required to be a ‘State-registered 
nurse with administrative and ward 
experience’, and yet the preferred 
group is 26 to 40. The S.R.N. of 28 
years has had very little time to obtain 
experience from which she is able to 
profit, in the administrative and ward 
sister field. Furthermore by this pre. 
ferred age, those valuable nurses are 
eliminated, who have taken another 
course of training, and held other posts 
before beginning their nurse training 
at perhaps 28-32 years. 

We are constantly reminded (quite 
rightly) that personal relationships are 
vital. We all know of the unhappy hos 
pital, with the staff working under 
tension, and no consultation (Much 
Binding General) with a_ brilliant 
matron possessing every qualification 
possible. We also know the happy 
hospital, with co-operation at all 
levels, and the matron with the right 
approach. 

Work study officers are introducing 
a new approach. We welcome them; 
they are greatly needed, but it is not 
always easy to bring new methods to 
the older more experienced trained 
staff. These age limits seem all wrong 
to me. Most of us going for interviews 
for senior nursing posts find the com- 
mittee chairman at least 60, and most 
of them 65 and over, doing an excellent 
job. I contend that age is a state of 
mind, some are old and narrow i 
thought and outlook at 30, others are 
young and progressive at 50. Let us 
ask for the necessary qualifications and 
experience, then assess people for 
what they are themselves, and for 
their ability. I quite realize that the 
word ‘preferred’ age is used, hut even 
so I am sure older candidates would 
not make application. 

NurRSE ADMINISTRATOR. 
St. Anne’s on Sea. 
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A PSYCHIATRIST’S VIEWS 


Mapam.—I was impressed by the 
views of the medical superintendent 
Nursing Times, August 12) who sees 
his fellow superintendents as mature, 
widely read, and doing almost double 
the hours of their senior medical offi- 
cers, who are of doubtful ability and 
industry. Presumably these remarks 
justify the extra £250 which I under- 
sand they will receive for their added 
responsibilities and devotion to psy- 
chiatry. 

Under the new legislation, when the 
present superintendents retire the 
hospital management committee may 
appoint a successor or attempt to 
manage their hospital with a medical 
staff committee. As far as I am aware, 
the latter experiment has not been 
tried and presumably your corres- 
pondent hopes it will not. I do not 
think he need feel anxious, since hos- 
pital management committees, which 
are subject to regional hospital boards, 
are likely to find it easier to deal with 
one medical man, whom they regard 
as their agent, than a squabbling 
medical committee. 

It may be that the changes in 
psychiatry are due to the activities of 
a few superintendents. There are, 
however, other factors such as the 
increased public interest in the sub- 
ject, stimulated by the radio and the 
press, the wider variety of physical 
and psychological methods of treat- 
ment available since the war and the 
increased number of psychiatric clinics 
required by the mm of the 
National Health Service. 

A. S. THORLEY, M.D., D.P.M., 
Consultant Psychiatrist. 
Belmont Hospital, 
Sutton. 


NURSING LEADERSHIP 


Mapam.—Your symposium ironi- 
cally entitled ‘Future. of Medical 
Superintendents’ demonstrates very 
well the potential difficulties of adjust- 
ment to a future without medical 
superintendents, requiring, as it does, 
4 change in relationships between 
senior officers, in the attitude of each 
towards his or her responsibilities and 


FUTURE OF MEDICAL SUPERINTENDENTS 


Ite print below a further selection of letters recewved following our symposium of August 12 when a matron, a chief 
male nurse and a medical superintendent gave their views on the recent Mimstry of Health decision that from 
November 1 mental and mental deficiency hospitals will no longer be required to have a medical superintendent. 


in the responsibilities themselves. 

Some form of leadership appears to 
be inevitable if only to ease transitions 
to the new order, but all concerned 
must try to ensure that it really is 
leadership, not an unofficial form of 
the old authority. 

Your medical contributor’s exper- 
ience of medical advisory committees 
is so unfortunate that one must hope 
it is exceptional. Perhaps the absence 
of imposed authority may have a 
liberalizing influence upon them, in- 
creasing the sense of individual respon- 
sibility and personal importance, and 
generally encouraging a greater worth- 
iness of professional character. 

If such a process is possible it would 
of course take time and in any case the 
quality of and relationships between 
senior officers are variable factors. I 
think it is important, therefore, that 
whatever arrangement is agreed, it 
should not be regarded as a precedent 
until long experience has proved it to 
be unquestionably the best—and never 
if it is based in any way upon seniority 
by age or length of service. 

Mr. Greene’s contribution exem- 
plifies the effect that the authority of 
the medical superintendent has had 
upon the thinking and attitudes of 
some mental nursing officers. He con- 
siders medical direction essential to 
co-ordination of the work of matrons 
and chief male nurses. But is it? Co- 
ordination is surely something they 
should be able to accomplish between 
themselves, in consultation with the 
medical staff perhaps, but not under 
their direction. 

If administrative nursing officers are 
to collaborate with the medical staff 
instead of being subservient to them, 
which is what I think Mr. Greene 
really means when he refers to raising 
status, they will have to think and act 
more independently and accept more 
responsibility for nursing affairs. 

Medical superintendents have not 
become the nursing experts because 
nursing leadership has been poor. 
Nursing leadership has had _ little 
opportunity to materialize because 
its authority has been vested in the 
medical superintendent whether he 
was expert or not. 

The same reason explains why the 
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achievements of nurses are less well- 
known than they should be and also 
why matrons and chief male nurses are 
not invited to meetings of the HMC, 
Their subordination to the medical 
superintendents limits their freedom 
of speech so there is no point in their 
being present. 

When the nursing officers are 
directly responsible to the HMC, and 
certainly they should be under the 
new order, there will be no good 
reason for excluding them from meet- 
ings. 

Some committees may try to find one 
but in this, as in all other aspects of 
this profound change, successful com- 
pletion will entirely depend upon the 
will and capacity of those who must 
organize it. 

Due to the August recess I have yet 
to be officially informed of the new 
policy and so will identify myself, with 
regret, only as 

S.R.N.—Mentat HMC Memser. 


Lincoln. 


A NEUTRAL AUTHORITY 


Mapam.—lIt will be a sorry day in- 
deed when a psychiatric hospital is 
subjected to the loss of its medical 
superintendent. 

Who could be a more suitable per- 
son than the medical superintendent 
for co-ordinating doctors and nurses 
into one team? Surely you must have 
a team manager if the game is to be 
played fairly and squarely. If the ad-. 
ministration is to run smoothly as a 
whole it must be subjected to an 
authority who is not only neutral in 
his interests, but is bent on the concern 
of all under his care. 

It is obviously not in his interests to 
lay down the law but to uphold the 
law that he may be respected by all. 

J. A. G. LAWRENCE. 
Rubery. 


Letters should be addressed to the Editor, 
‘Nursing Times’, Macmillan and Co. 
Lid., St. Martin’s Street, London, 
W.C.2. Names aud addresses need not be 
published but must be given. 
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The Graduated State Pension Scheme 


HE NEW National Insurance Act 1959 
which introduces the graduated State 
pension scheme comes into force on April 
3, 1961. It will in some degree affect all 
nurses who are employed contributors 
(Class 1) under the National Insurance 
scheme except private nurses. From that date 
all nurses earning over £9 a week will be 
liable to contribute under the new scheme 
unless they are already in a superannuation 
scheme and their employers obtain a certi- 
ficate of non-participation—in other words, 
contract out of the new State scheme. 
Contributions under the new scheme 
will be additional to the basic National 
Insurance contribution and will be de- 
ducted from salary on the PAYE system. 
They. will vary with earnings and will 
range from Id. to a maximum of 5s. Id. a 
week. The employer will be liable for a 
similar contribution. Women brought into 
the new scheme, including those earning 
£9 per week and under, will have their 
present basic National Insurance contribu- 
tion reduced by 10d. a week. Men partici- 
pating will save Is. 7d. a week on the N.I. 
stamp. All employees who are contracted 
out, on the other hand, will continue to 
pay the present N.I. contribution. Pensions 
additional to the present basic £2 10s. a 
week N.I. retirement pension will be pay- 
able as follows: women will receive 6d. a 
week from age 60 for each £9 paid per- 
sonally under the new scheme; men will 
receive 6d. a week from age 65 for each £7 
10s. they have paid. Employed married 
women will be liable for contributions 
under the new Act, even if they have 
elected not to be insured under the main 
Act, unless of course they are contracted 
out. 


College Working Party 


To safeguard the interests of nurses the 
Royal College of Nursing set up a Working 
Party* when the Bill was first introduced, 
to study and advise the Council on all the 
implications of the new scheme. 


College Policy 


‘The new scheme gives advantages to 
lower-paid workers but has little attraction 
for those earning more than {11-£12 a 
week. From the outset, therefore, the Col- 
lege has been concerned with four main 
principles: 

(a) that the present compulsory insurance- 
cum-superannuation contribution paid 


* Chairman—Mr. A. C. Wood-Smith, super- 
annuation adviser to the Royal College of Nursing. 


How will the new national graduated pension scheme affect you? What has 

the Royal College of Nursing been doing to protect your interests, and what 

do they recommend? Here the new scheme is explained and some questions 
are answered. 


by nurses should not be materially in- 
creased; 

(b) other things being equal, it would be 
better for nurses to continue to look 
to their occupational superannuation 
schemes for their main pension rather 
than to a State insurance scheme uni- 
versally applied; 

(c) unless participation in the new scheme 
can be seen to offer some positive advan- 
tage, it would be better for nurses to be 
contracted-out ; 

(d) whether they participate or are con- 
tracted out, they should be safeguarded 
against any loss of superannuation ex- 
pectations. If these can be improved, so 
much the better. 


Who Decides? 


The decision whether to participate or 
contract out has to be made by the em- 
ployer. In the National Health Service, this 
means the Minister of Health. In local 
authority service the employer is the 
Minister of Housing and Local Govern- 
ment. The College has had lengthy con- 
sultations with both these Departments. 


Participation 


Participation would normally mean 
that any nurse earning over £10 a week 
would pay increased contributions. Public 
service employers, however, will certainly 
see that their own and their employees’ 
rate of insurance and superannuation con- 
tributions, taken jointly, are maintained at 
roughly their present level. This will be 
done by reducing the contributions and 
benefits of their own superannuation 
scheme to the extent required. For most of 
those at present in the National Health 
Service or local government schemes, 
therefore, participation in the new gradu- 
ated scheme would have little practical 
effect or financial advantage. 


Implications of Contracting Out 


An employer may apply to contract out 
of the new scheme in respect of any or all of 
his employees who are contributing under 


his own superannuation scheme. But the 


fact that he has a scheme of his own dos. 


not automatically exempt him or his em- 
ployees from the liabilities of the new State 
scheme. His scheme must measure up to 
prescribed standards and it must comply 
with certain conditions. The main con 
dition is that contracted-out employees 
who leave the service for any reason before 
pension age shall be provided with an 
‘equivalent pension’, that is a pension for 
service in the contracted-out employment 
at least equal to the maximum graduated 
pension that could have been earned in the 
State scheme for that period of service. 
This equivalent pension, which would 
usually be very small and possibly trivial, 
would be ‘frozen’ until age 60. 

The employer can carry out this obliga- 
tion to set up an ‘equivalent pension’ in 
one of two ways. He can freeze the small 
amount of pension involved in his own 
scheme; or he can make an equivalent 
cash payment (known as a payment 
lieu) to the Ministry of Pensions and 
National Insurance. Whichever course he 
adopts he will naturally look to the em 
ployee to pay her share of the cost. Indeed, 
the Act empowers an employer who de- 
cides to make a payment-in-lieu to rf 
cover up to one-half of this from any tr 
fund of superannuation contributions due 
to be made to an employee leaving hs 
service. 

Clearly, the nurse who remains in th 
service up to pension age will be unaffected 
either way. If she is contracted out of the 
new scheme she will be in exactly the same 
position as at present. She will pay the 
same contributions and become entitled 
her existing scale of superannuato 
scheme pension at 55 (or later) and to the 
N.I. basic retirement pension at 60. 


For those Leaving before Retirememt 


A large proportion of nurses, however, 
leave the service for marriage and 
reasons at an early age, and for the 
nurses the method adopted by the ei 
ployer in setting up the required amoust 
of preserved pension when she leaves co 
tracted-out service becomes of consid 
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ce. At the moment, when a nurse 
kaves the service she can claim a full re- 
yn of her superannuation contributions 
(plus interest), subject to tax. Under the 
new conditions some part of this refund 
will be withheld to pay her share of the 
ed pension. It is important, in the 
view of the College, to ensure that she does 
not pay more for this ‘cold storage’ pension 
than can reasonably be expected. It is also 
of importance that she should not be con- 
tracted-out at too early an age. 

The Minister of Health and the Minister 
of Housing and Local Government are 
said to favour the payment-in-lieu rather 
than the freezing method of pension pre- 
grvation, on the ground that it is ad- 
ministratively simpler. In the opinion of 
the College, this argument would be ac- 
ceptable if, but only if, the relative cost to 
the nurse was the same under both methods. 
In fact, actuarial advice shows that the 
cost to the nurse of ‘freezing’ would be less, 
and in most cases much less, than under the 
alternative method. The College will ac- 
cordingly continue to press the two 
Ministers concerned to adopt the freezing 
method of preservation. 


Recommendations 


The College Council has made the 
following recommendations in regard to 


Home for Male Nurses 


and Teaching Unit 


FULBOURN HOSPITAL, CAMBRIDGE 


THE new teaching unit and male nurses home at Ful- 
bourn Hospital, Cambridge, was originally the medical 
superintendent’s house. The modern teaching unit com- 
prises classroom, demonstration room, library, study 


nurses who are contributing under the 
National Health Service and local govern- 
ment superannuation schemes. 


(1) Student nurses and trained nurses in 
the NHS whose basic salary does not 
exceed £580 p.a. should participate in 
the new graduated pension scheme. 

(2) The method of modification of the 
NHS and local government schemes 
(applied to participants) should ensure 
that the gross pension earned on retire- 
ment is in no case lower than the exist- 

- ing expectation. 

(3) All nurses in the NHS on a basic salary 
above £580 p.a. should be contracted 
out of the new scheme. 


(4) All nurses contributing under the Local 
Government Superannuation Acts 
should be contracted out of the new 
scheme. 


(5) The obligation of setting up an equiva- 
lent pension for employees withdrawing 
from contracted-out service should be 
met by freezing the requisite amount of 
pension within the occupational scheme. 


(6) If the alternative and more costly 
method of preservation through a pay- 
ment-in-lieu is adopted the proportion 
of this recovered from the nurse’s return 
of contributions should be less than one- 
half. 


feature. 


attractive unit. 
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Federated Superannuation Scheme 


There are many nurses in the Health 
Service and in local authority employment 
who do not contribute under the statutory 
superannuation schemes, having opted to 
remain subject to the FSSN. There are 
many others, in industry and private ser- 
vice, contributing—with their employers— 
under the FSSN. They, too, will be 
affected by the new State pension scheme 
but their situation is more difficult to de- 
fine. For one thing, there is a large variety 
of participating employers in the FSSN 
who may not all think alike. Moreover, it 
is an insurance policy scheme offering ex- 
ceptional features of value to nurses (such 
as choice of retirement benefits) which 
make it less easily adaptable to the re- 
quirements for contracting out of the new 
scheme. 

The FSSN has advised that compliance 
with the provisions for contracting out, as 
far as their scheme is concerned, would be 
a costly and complex operation which it 
would be inadvisable to undertake. They 
accordingly recommend participating in- 
stitutions to include their employees in the 
new State scheme as well as in the 
Federated Scheme. 

The College Council is giving further 
consideration to the position and a state- 
ment will be issued in due course. 


room and tutor’s office. A spacious modern kitchen is also a 


Bright attractive pastel wall colourings and curtains, and strip 
non-shadow lighting, have all combined to make this a very 


The first and second floors of the house have been converted 
into accommodation for male student nurses. Individual spacious 
rooms with bedroom suites and bright colour schemes have made 
this a pleasant home for male nurses. The lawns provide two 
tennis courts surrounded by attractive gardens. 
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Nursing 


and Canoeing 


‘HE ABILITY to execute the J-stroke is 
T the responsibility of the stern paddler.’ 
This certainly does not appear to form 
part of a lecture to students in a school of 
nursing but it is just that. On the other 
side of the herring pond, nursing education 
accepts the view that a liberal educational 
programme is essential. Students taking 
basic nursing education usually have 
physical education included in their re- 
quired subjects. My age, together with the 
fact that I was enrolled in a programme of 
post-basic nursing, meant that for me 
physical education was optional. 


Eccentric? 


It became obvious after some months 
that the university perhaps included 
‘sports’ for reasons other than the cultiva- 
tion of team spirit—it is the only way in 
which students seem to get any exercise. 

“What are you doing this weekend ?’ 

‘We had thought of walking through the 
arboretum and along the shores of the lake.’ 

‘We'll be mighty pleased to drive you 
there.’ 

“But we are not going there, we are look- 
ing forward to a walk.’ 

We omitted further explanation and de- 
cided just to be regarded as rather eccen- 
tric. 

But back to the J-stroke and canoeing. 
The spring term proved ideal for this ven- 
ture and every Wednesday and Friday mor- 


[Photo: Canada House 
Vhetographic Library. | 


ning two enthu- 
siastic European 
nurses turned up at 
the Canoe House, 
usually aheadof the 
younger class mem- 
bers who drove up 
in their cars. ‘The 
first session con- 
sisted of a test: four 
lengths of the swim- 
ming bath followed 
by swimming or 
‘treading water’ in 
order to keep afloat 
for 20 minutes. The 
latter is no easy 
matter when 2U 
people are all trying 
to do the same 
thing at the deep 
end of the bath. 
However we all 
satisfied our tutor 
that we should not 
drown if our canoe 
capsized in the 
lake. This session 
was also combined 
with instruction in 
righting a capsized 
canoe. 

In case you 
should think that 
we spent our time 
and univer- 

sity’s time lazily 
paddling our canoes over the blue lake, let 
me hasten to assure you that we worked 
hard at the theory of canoeing. 

The lake is large, 40 miles long and five 
to 10 miles wide; the Cascade Mountains 
which form part of the Rocky Mountain 
range border its eastern shore. Much of our 
class time was spent in some of the more 
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sheltered bays and inlets which adjoing 
the university campus. When we wep 
more experienced the whole class set of 
on expeditions to more distant waters and 
here the main excitement was navigation 
across the shipping lanes. This was » 
times hair-raising because of the 
number of speed boats that delighted jp 
come near our frail craft. The canoes were 
patterned after the Indian birch bak 
canoes of the mid-west. 


A Written Examination 


Our days in the canoes proved to be no 
light-hearted pastime; the full seriousnes 
of the course bore down upon us towards 
the end of the term. Then we had a written 
examination which, in addition to extrae. 
ting our knowledge of canoeing termi- 
nology, tested our appreciation of the 
art of canoeing: ‘How would you avoid 
the half-submerged rock which suddenly 
appears in front of the bows of the canoe” 

By such questions we were tested on our 
term’s work. In conjunction with this test 
our tutor conducted a practical examina- 
tion in one of the sheltered bays near the 
Canoe House. Proficiency in the various 
strokes was tested and we were timed on 
paddling over defined courses. All ou 
paddling was done in a kneeling position 
in true Indian style. Oh my poor knees! 


A Rare Certificate? 


The results of the examinations were 
awaited as keenly as those in other subjects 
although I was rather disconcerted to dis- 
cover that the grade for physical educa- 
tion appears on the university transcript 
together with professional subjects. I take 
heart when I think that there must be few 
British nurses possessing a certificate which 
grades their ability to canoe with ther 
ability to administer a school of nursing. 

STERN PADDLER. 


Foyle’s, Charing Cross Road, Lon- 
don,W.C.2. 10°, on all second-hand 
books. This also applies to postal 
orders, providing International Stu- 
dents Card is enclosed with order. 


Winegartens Ltd., 157, Bishopsgate, 
London, E.C.2. Approximately 
20°, on all lines, including engage- 
ment rings, watches, jewellery, 
cutlery, clocks and silverware, 
presentation cups and trophies. 


CONCESSIONS FOR SNA MEMBERS 


Membership of the Student Nurses’ Association provides a number of 

little-known concessions for student nurses. To obtain any of these con- 

cessions, produce your International Student Identity Card, which is issued 
to all SNA members. 


J. Greenwood and Son (Bfd.) Ltd., 
72, Kirkgage, Bradford. 10% dis- 
count on all electrical goods (7% 
on cookers). 


Scholl Foot Comfort Service, at 
112 branches throughout Britain. 
10% discount on foot comfort 
shoes, arch supports, foot ap- 
pliances and remedies, and elastic 
hosiery ; 20% discount on chiropody 
treatment. 


Nursin 


o | 
2 
| 
i] 
\ 
. 
. 
. 
| 
. 
. 
. 
. 


Nursing Times, September 2, 1960 


off 

nd 

On 
al 

Re 

to 

rk 

e 
ag 

ds 

ie 

4 

S O 

? 


4 
4 


Baby’s first solids introduce him—unexpectedly—to a whole new world. The world of taste. 
Naturally, Mother wants to make the change as easy as possible. So it’s as well to remember the 
advantages of Scott’s Twin-Pack when you talk to her. It is the perfect introduction to solids at 
3—4 months, and an ideal addition to Baby’s diet throughout the months that follow. 

The two basic and distinct flavours, Oat and Wheat, help to educate Baby’s palate from the 
: very start of mixed feeding. Ready cooked, they are so easy to prepare and so easy to digest. 
The two cereals are packed separately in one container with a special outer wrapping to 
provide maximum hygiene and protection. 

Scott’s Twin-Pack is fortified with Vitamins 
D, B,, iron, calcium and trace elements. You 


can recommend it with complete confidence. 


Scott’s 


gar a 


COO 


Twin-Pack 


Ke? PROFESSIONAL SAMPLES and diet sheets are available on request. 
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PRE-NATAL 
INDIGESTION 


denies essential 


nourishment 


THE ANSWER 18 80 SIMPLE 


Pre-natal indigestion is rarely serious in 
itself. But it can have two disturbing side- 
effects. It can create undue anxiety in the 
patient, and lead to a lack of essential 
nourishment. 

Rennies are particularly valuable in 
these instances. Time and time again, 
Rennies have proved effective in relieving 
pre-natal indigestion quickly. 

Rennies are individually wrapped for 
pocket or handbag. They can be taken— 
any where—at the first sign of indigestion. 
Rennies quickly relieve the physical dis- 
comfort and restore normal, healthy 
digestion. The patient regains her peace of 
mind—and her appetite. 


Free Test 
Supplies Available 
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DOCTORS 
AND NURSES AGREE 


that there’s nothing more cheering 
1 than a mice hot cup of Bovril 


They agree, too, on Bovril’s usefulness for 
patients, particularly in cases of convalescence 
from serious illness or major surgery. 

Bovril is a great help in promoting good appetite, 
and a powerful stimulant of gastric secretion, 
Bovril is also a useful source of vitamins of the 
B complex, Riboflavin and Niacin, and of 
hzmatinic factors—folic acid and Vitamin B,,. 


For further medical information about Bovril, 
write for a copy of the latest medical booklet 
“Food and Health”’. 


BOVRIL LIMITED 148-166 street LonDON - 


A special pack has been 
prepared for the nursing profession 
in the U.K., and is available free 
of charge to nurses wishing to 
carry out clinical tests. 

Write to: the Professional (1\ ) 


Rennies 


YOU CAN RECOMMEND 


For over 100 years Woodward's Gripe 
Water has been a recognised standby 
to relieve the little upsets from which 
young babies suffer. 

In all cases of acidity, flatulence, gripes “i 
and in particular during the period of = 
cutting teeth Woodwards is invaluable in B woopwarps CELEBRATED. 


THER. 


QTANT TO Mo 


allaying pain and restoring normal ‘GREP E: WATER 

Mothers—especially young mothers with 75°" 
a first child—will be particularly grateful Wagy 

to you for introducing to them the 
wonderful help Woodwards brings at — 


 WOODWAR 
\ Celebrated 


GRIPE WATER 


W. WOODWARD LTD., 51, CLAPHAM ROAD, LONDON, S.W.9. 
OF THE SANITAS GROUP 
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Here and There 


Mental Patients’ Exchange 


An experimental ‘holiday’ scheme was 
recently organized in which 30 male men- 
tal patients from the Central Hospital, 
near Warwick, spent a fortnight at the 
North Wales Hospital, Denbigh. They 
played golf, went swimming at Llandudno, 
visited a circus, and took part in various 
sports. The exchange party from Denbigh 
were taken on coach trips to Warwick 
Castle and Stratford-on-Avon and visited 
Dudley Zoo. Each hospital gave a party 
for the guests at the conclusion of their 
visit. 


Mass X-ray for the Family 


Northern Ireland Hospitals Authority 
hopes to X-ray 99,000 Belfast citizens. The 
campaign is to be based on the family, 
tather than the more usual slant on specific 
industrial undertakings, schools, colleges 
or organizations. A register has been com- 
piled of every household in selected districts 
and all members of the household will be 
asked to attend—by appointment, so there 
need be no queueing—at vans stationed at 
a central point in the district concerned. 
Transport is being arranged for the elderly 
ty of X and, incidentally, the desira- 

lity of X-raying elder! le is bein 
ying y peop 


Miss A. A. Graham 


_ Miss A. A. Graham, whose lecture tour 
in South Africa we mentioned on this page 


Staff of St. Matthew’ s 
Hospital, Burntwood, 
Lichfield, guessing the 
name of a doll at 
their gymkhana, 
which raised £500 
for the Patients and 
Staff Amenities Fund. 


Victoria Ward, 
King’s College Hos- 
pital, in 1877, re- 
constructed for BBC 
TV’s documentary 
‘They Made History 
——Joseph Lister’ on 
September 1. 


on August 19, tells us that she does not 
leave this country until September 28. 
The South African Nursing Journal printed 
a warm welcome to Miss Graham in its 
July issue, with a photograph and bio- 
graphical note. 


Dedication of Nurses’ Window 


The new nurses’ window in the chapel 
of St. James’s Hospital, Balham, was re- 
cently dedicated by the Ven. P. D. Robb, 
M.A., Archdeacon of Kingston-upon- 
Thames. For many years the chapel 
had three stained glass windows and one 
of plain glass. It was felt that a nurses’ 
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window would complete the picture of in- 
spiration for the work of the hospital, and : 
so the nursing staff sponsored the collection - 
of funds. The theme of the window is one 
of aspiration and dedication to the voca- 
tion of the care of the sick. 


News from Israel 


According to a leading article in Alon 
Ha’ Achoth, the Israeli nursing journal, the 
Israel Committee of Nursing Educators 
has decided to raise the educational re- 
quirements for entry to nursing in Israel. 
The leading article comments: “This will 
enable more time to be devoted to social 
sciences. However, many more revisions 
are needed, primarily the establishment of 
a University School of Nursing, before we 
can hope to meet the needs of the pro- 
fession in Israel.’ 


10 Million Children Vaccinated 
against Polio 


The latest campaign figures issued by 
the Health Departments show that at the 
end of June the number of children under 
15 in Great Britain now vaccinated against 
poliomyelitis was over 10 million. The 
total figure for all vaccinated persons was 
nearly 144 million. At that date nearly one 
person in 10 aged 
26-40 years had 
received at least 
one injection. The 
acceptance rate for 
children rose from 
75.5 per cent. at 
the end of March 
to 77 per cent.; for 
young people from 
48 per cent. to 50 
per cent. Out of 
the total of nearly 
144 million people, 
over million 
have received three 
doses of vaccine. 
In all over 39 
million doses have 
now been given. 

A Ministry of 
Health spokesman 
has said: ‘It is en- 
couraging to find 
that steady progress is being maintained 
in the anti-polio vaccination campaign. 
It was not expected that there would be 
a big rush from the 26-40 age group but 
we feel that a reasonable start has been 
made. While it is true that the chances of 
getting polio become less with the years, 
it should be remembered that attacks in 
adult life are severe and crippling.’ 


ROUTINE HAEMATOLOGICAL 
INVESTIGATIONS 
An author’s correction was received after 
part of the journal was printed. On page 1075, 
12 lines from the bottom of column 1, ‘dried’ 


blood film should read ‘fixed’ blood film. 
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SISTER TUTOR SECTION 


Manchester, Town Hall, Wednesday, 
September 21, 6.45 p.m. Central Sterile Supplies, 
Miss Seely of Princess Margaret Hospital, 
Swindon. Members may invite guests. 


PUBLIC HEALTH SECTION 


Open Conference, Aberdeen 


An open conference on The Child Today will 
be held at the Cowdray Club, 1, Fonthill Road, 
Aberdeen, on October 7 and 8. 


Friday, October 7 

7.30 p.m. The Effect of Today’s Environment on 
the Development of the Child, Dr. Isobel Suther- 
land, M.B., CH.B., M.R.C.P., D.c.H., Depart- 
ment of Psychological Medicine, Royal Hos- 
pital for Sick Children, Edinburgh. Discus- 
sion leader: Miss Winifred Winders, m.a., 
senior psychiatric social worker, The Ross 
Clinic, Aberdeen. 


Saturday, October 8 

10 a.m. Children of 1960, Miss C. M. McCal- 
lum, clinical psychologist, Education De- 
partment, Glasgow. Discussion leader: Miss 
Margaret Nairn, R.G.N., S.C.M., H.V. CERT., 
P.H. ADMIN. CERT., assistant superintendent 
health visitor, Aberdeen. 

2.15 p.m. Symposium: A Review of Some of the 
Services for Children, Miss J. M. Jenkins, 
almoner, Sick Children’s Hospital; Miss 
I. McHaffie, infant school headmistress; 
Miss J. Robertson, assistant children’s 
officer; Miss E. A. Sheldon, psychiatric 
social worker; Miss E. J. Thow, health 
visitor. Discussion leader: Miss Gwen Pad- 
field, s.R.N., S.C.M., H.V. CERT., assistant 
secretary, Public Health Section, Royal 
College of Nursing, London. 


Apply by September 24 to Mrs. A. Taylor, 


‘BACK TO NURSING’ : 


Tue Aim of this course is to give students the confidence and 


BRANCH SECRETARIES 


May we remind you that all notices for 
publication on this page must be received 
by first post on the Friday before date of 
publication ? 

Notices of coming Branch or Section 
events are published free of charge. It 
is appreciated if they are written in the 
following order: place—date—time— 
details of meeting; as briefly as possible, 
and with all names in capitals please. 


Ingleboro House, 7, Castlehill, Aberdeen. 


Fees: College members 5s. a session; non- 
members 6s. a session or 17s. 6d. for all three. 


Family Visiting of the Future (3) 
Open Conference 


An open conference will be held in the 
Council Chamber of Preston County Hall on 
Saturday, September 17, on Family Visiting of 
the Future (3)—The Philosophy of Health Visiting. 
The chairman will be Miss Rosemary Hale, 
F.R.S.H., lecturer and principal tutor to the 
Health Visitors Course, Battersea College of 
Technology. 

10 a.m. Registration and coffee. 

10.45 a.m. Speaker: Miss F. E. Whitehouse, 
health centre superintendent, Birmingham. 

11.15 a.m. Buzz groups. 

12 noon, Chairman’s summing up. 

2 p.m. Chairman’s remarks. 

2.30 p.m. Speaker: Miss E. E. Wilkie, orga- 
nizing tutor to the course in Community 


October 31 


ability to re-enter nursing. Intending students must show evidence 
of current registration on the general register. A personal interview 
with the education officer of the Birmingham Centre will be re- 


quired. 


| November 1—3 


There will be no examination at the end of the course, nor will 


a certificate be awarded. 


Tutors to the course: 


October 24 and 26 
10 a.m.-—-4.30 p.m. 


October 27—28 


Introductory lectures and visits to hospitals. 


Practical work in hospital. 


November 4 


Miss K. M. Biggin, B.A., s.R.N., education 
officer, Royal College of Nursing. 

Miss D. Hall, s.R.n., regional nursing 
officer, Birmingham RHB. 


Fee: six guineas. 
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Royal College of Nursing 


Nursing, University of Manchester, 
3 p.m. Buzz groups. 
3.15 p.m. Questions to panel. 
4.30 p.m. Chairman’s summing up. 


This conference is fully booked. It has now 
been possible to arrange lunch for those who 
have booked, at the Masonic Temple, Say 
Street, Preston, and applications for ticket 
(8s.) should be made to Miss M. Catterall 
Burnside, 6, Gorse Lane, Tarleton, nr. Preston 


OCCUPATIONAL HEALTH 
SECTION 


Party for Miss Charley 


A presentation on her retirement will be 
made to Miss I. H. Charley at a coffee party 
in the Cowdray Hall, September 23, 6.40 fe 
7 p.m. This will be followed by a talk by Mis 
K. M. Jones on her recent visit to Canada and 
the USA. All members of the Occupational 
Health Section are welcome. RSVP to the 
Section secretary, RCN headquarters, London, 
W.1. 


North Western and South Westem 
Metropolitan. Medical centre, LTE Chis 
wick Works, 566, Chiswick High Road, Thurs 
day, September 15, 6.30 p.m. News from New 
York, tea. (Opposite Gunnersbury Station, 
buses 27, 91, 270, 655, 657, 667, 701, 702, 704, 
705.) 

(continued on page 1 100) 


WESTERN AREA ORGANIZER 


Miss M. E. Baly, western area organizer, 
will be on leave from September 3 to 
September 17. All correspondence should 
be addressed to headquarters. 


Birmingham Regional Hospital Board and 
Royal College of Nursing 


Discussion at Birmingham Centre (morn- 
ing). Special visits to hospital departments 
(afternoon). 


Practical work in hospital; 


Assessment of course, at Birmingham 


Centre. 


Lectures and practical work will aim at: 
(a) showing the 1960 hospital ; 
(b) giving experience in modern nursing techniques. 


Apply to the Education Officer, Birmingham Centre of Nursing 
Education, 162, Hagley Road, Birmingham 16. 
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to aid diagnosis of toxaemia of pregnanc 
simply dip-and-read Albustix 


for timely diagnosis of 
diabetes in pregnancy 
Simply dip-and-read CIiINIStIX tor 


ALBUSTIX* Reagent Strips and CLINISTIX* Reagent Strips 
are issued in bottles of 60 strips. From all chemists. 
U.K. Retail Prices 5/9d. and 6,0d. respectively, less professional discount. 


4aAmes Company Nuffield House Piccadilly London W1 
Division of Miles Laboratories Limited 
*Trade Mark AM143 
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